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ABSTRACT 


WHAT  SHALL  ONE  GIVE  IN  EXCHANGE  FOR  ONE’S  SOUL: 

SPIRITUALITY  IN  THE  HEALTHCARE  SETTING 

By 

Carol  J.  McAninch-Pritz 

The  current  environment  in  healthcare  is  at  a  crossroads  regarding  the 
understanding  of  the  role  spirituality  plays  in  the  dynamic  of  physical  healing.  Although 
there  is  evidence  to  support  the  importance  of  the  spiritual  and  religious  lives  of  patients, 
it  is  difficult  for  members  of  the  medical  and  nursing  staff  to  make  the  time  to  learn  more 
about  the  care  of  the  soul.  Hospital  chaplains  work  within  this  healthcare  environment  to 
advocate  for  the  spiritual  needs  of  patients  and  to  assess  and  meet  those  needs.  It  is  also 
their  role  to  offer  the  healthcare  team  their  expertise  in  the  area  of  spiritual  and  religious 
diversity.  As  healthcare  continues  to  advance,  and  as  healthcare  providers  seek  to 
integrate  a  more  biopsychosocial  model  of  patient  care,  it  is  the  responsibility  of 
professional  spiritual  care  providers  to  ensure  important  spiritual  elements  are  included 
within  patient  care  plans  and  staff  education  programs. 

This  demonstration  project  revolved  around  a  course  I  developed  called  The  Soul 
of  Healing,  which  comprises  three  teaching  sessions  with  accompanying  PowerPoint 
presentations.  Since  I  am  a  Supervisor  in  the  Association  for  Clinical  Pastoral  Education, 
I  first  trained  the  residents  in  the  Clinical  Pastoral  Education  program,  and  then  had  them 
train  nursing  staff  on  one  of  their  assigned  patient  care  units  at  a  designated  medical 


center  in  the  southwestern  United  States. 


My  demonstration  project  revealed  that  education  alone  is  insufficient  to 
transform  the  role  of  spiritual  care  in  interdisciplinary  relationships,  but  personal 
relationships  during  times  of  crisis  seems  to  have  a  positive  impact. 
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INTRODUCTION 


WHAT  SHALL  ONE  GIVE  IN  EXCHANGE  FOR  ONE’S  SOUL? 


What  gives  life  meaning?  This  question  sends  people  in  many  different  direetions 
in  order  to  find  an  answer.  Jesus  asked  this  question  in  a  different  form.  He  asked  his 
diseiples  to  ponder  the  value  of  their  life  and  soul.  “Those  who  want  to  save  their  life 
will  lose  it,  and  those  who  lose  their  life  for  my  sake  will  find  it.  For  what  will  it  profit 
them  if  they  gain  the  whole  world  but  forfeit  their  life?  Or  what  will  they  give  in 
exehange  for  their  life?  (Matthew  16:25-26)'  An  equally  valid  translation  of  Jesus’ 
question  would  be  “What  will  it  profit  them  if  they  gain  the  whole  world  but  forfeit  their 
soull  Or  what  would  they  give  in  exehange  for  their  soul?”  sinee  the  Greek  word  ri/uyTi 
ean  mean  either  life  or  soul.  This  passage  indieates  that  it  is  within  our  soul  that  we  find 
the  meaning  for  our  lives.  Without  our  soul,  life  loses  its  meaning  and  purpose.  Our  soul 
is  our  very  life. 

There  are  a  multitude  of  diversions  that  would  keep  us  alienated  from  our  soul. 
“We  live  in  a  eulture  that  diseourages  us  from  paying  attention  to  the  soul  or  true  self- 
and  when  we  fail  to  pay  attention,  we  end  up  living  soulless  lives. At  the  same  time, 

'  All  biblical  quotes,  unless  otherwise  noted,  are  from  the  New  Revised  Standard  Version. 

^  Parker  J.  Palmer,  A  Hidden  Wholeness,  the  Journey  Toward  an  Undivided  Life:  Welcoming  the 
Soul  and  Weaving  Community  in  a  Wounded  World  (San  Francisco:  Jossey-Bass,  2004),  34-5. 


there  is  present  in  many  people  a  deep  longing  for  a  eonneetion  with  ones’  self,  with 
others,  and  with  God.  In  the  hospital  setting,  where  people  must  eonfront  their  own 
mortality,  there  is  the  ehanee  to  stop,  reassess,  and  diseover  how  to  make  spaee  for  the 
soul. 


Medieal  seienee  is  beginning  to  reeognize  the  importanee  of  the  inner  life  of 
people  for  optimal  healing.  Some  physieians  are  suffieiently  bold  as  to  eall  for  spiritual 
praetiees  to  nurture  the  individual  during  the  time  of  reeovery.  Others  aeknowledge  that 
an  individual’s  state  of  mind  has  an  impaet  on  the  response  to  medieal  interventions. 
Benson  extensively  researehed  the  impaet  of  stress  upon  the  human  body  and  ways  to 
minimize  that  impaet. 

Reeently,  researehers  studying  the  long  term  effeets  of  the  fight-or-flight  response 
have  eoneluded  that  it  (the  flight  or  flight  response)  may  lead  to  permanent, 
harmful  physiologieal  ehanges.  . . .  The  stressors  of  modem  living  elieit  it  at  times 
when  it  is  inappropriate  for  us  to  mn  or  fight.  We  must  find  ways  to  eontrol  the 
harmful  aspeets  of  this  primitive  psyehologieal  response  and  so  neutralize  the 
negative  effeets  of  modem  stress  on  our  health  and  well-being.  The  relaxation 
response  ean  do  just  that.^ 

Weil  eonsiders  spiritual  praetiee  as  a  distinetive  and  essential  element  of  health 
and  healing.  He  gives  spiritual  praetiees  as  a  preseription  in  his  healing  plan.  Some  of 
the  diseiplines  he  reeommends  are  to  praetiee  deep  breathing,  appreeiate  the  beauty  of 
nature,  partieipate  in  meditation,  honor  the  reality  of  the  spiritual  aspeet  of  life  (or  as  I 
have  identified  it,  the  soul),  enjoy  the  beauty  of  uplifting  musie,  praetiee  fasting,  seek 
forgiveness  and  reeoneiliation,  and  extend  eompassion  and  aets  of  kindness  to  others."^ 


^  Herbert  Benson  and  Eileen  Stuart,  The  Wellness  Book,  The  Comprehensive  Guide  to 
Maintaining  and  Treating  Stress-Related  Illness  (New  York:  Simon  &  Schuster,  Fireside,  1993),  34. 

Andrew  Weil,  Eight  Weeks  to  Optimal  Health  (New  York:  Ballantine  Publishing  Group,  1998), 
171-2.  Dr.  Weil  discusses  a  plan  to  address  many  of  the  causes  of  health  problems  by  incorporating  diet. 
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Much  of  Weil’s  plan  is  not  new  to  followers  of  Jesus,  who  calls  us  to  participate  in  acts 
of  healing  for  others  and  for  ourselves.  Even  the  world  of  seience  is  discovering  the 
benefit  of  tending  to  the  soul.^ 

Sinee  we  ean  demonstrate  the  powerful  impaet  of  taking  eare  of  one’s  self 
through  attention  to  the  inner  life,  why  is  it  sueh  a  ehallenge  for  those  who  are  ill  and  for 
their  earegivers  to  make  this  a  priority?  To  explore  some  of  the  resistanee  to  the  concept 
of  integral  healing  (where  the  physieal,  emotional,  spiritual,  and  eommunal  needs  of  the 
person  are  addressed),  it  is  important  to  understand  how  the  historieal,  philosophieal,  and 
soeiologieal  split  between  the  soul  and  seienee  eame  about.  A  review  of  the  history  of 
medieine  and  faith  provides  an  understanding  of  the  uneasy  alliance  between  these  two 
essential  ways  of  knowing  truth.  During  the  pre-modern  and  modem  eras,  we 
experieneed  reality  as  a  diehotomy  between  objeetive  and  subjeetive  tmth.  In  the  modem 
era,  objeetive  tmth  and  the  seientifie  method  eame  into  aseendaney. 

The  hospital  is  a  monument  to  the  modem  era  and  to  the  seientifie  method. 

Within  the  hospital,  the  seientifie  method  brought  about  unpreeedented  growth  in  the 
knowledge  of  the  human  body  and  diseases.  It  has  remarkably  inereased  the  human  life 
span  in  developed  eountries.  This  knowledge,  however,  has  eome  at  a  high  priee  as 
objeetive  tmth  has  obscured  the  subjeetive  experienee  for  patients  and  caregivers  alike. 


exercise,  and  spiritual  and  mental  activities.  The  practices  listed  above  were  included  in  the  final  phase  of 
his  eight-week  plan. 

^  Paul  S.  Mueller,  David  J.  Plevak,  and  Theresa  A.  Rummans,  “Religious  Involvement, 

Spirituality,  and  Medicine:  Implications  for  Clinical  Practice,”  Mayo  Clinic  Proceedings  76  (December 
2001):  1226.  The  authors  documented  studies  that  demonstrated  the  positive  impact  of  spiritual  practice  in 
the  healing  process  and  encouraged  physicians  to  become  more  active  in  attending  to  the  religious  activities 
of  their  patients. 
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In  our  quest  to  free  knowledge  from  the  tangles  of  subjeetivity,  we  have  broken  the 
knower  loose  from  the  web  of  life  itself.  The  modem  divoree  of  the  knower  and 
the  known  has  led  to  the  eollapse  of  eommunity  and  aeeountability  between  the 
knowing  self  and  the  known  world.® 

The  hospital  eontinues  to  be  a  plaee  where  eare  and  support  for  the  siek  and 
injured  are  offered.  The  legaey  of  eompassionate  eare,  whieh  was  bom  in  the  healing 
ministry  of  the  early  ehureh,  is  still  alive.  The  advanees  in  the  seientifie  knowledge  of 
disease  proeesses  and  the  inereased  dependeney  upon  teehnology  have  led  to  a 
diminishing  of  that  legaey.  Within  the  eonfines  of  the  hospital,  hope  exists  for  a  reunion 
of  faith  and  seienee.  Chaplains  and  Clinieal  Pastoral  Edueation  students  ean  take  the 
initiative  to  engage  hospital  staff  in  our  mutual  task  to  faeilitate  healing.  We  have  the 
ehallenge  and  opportunity  to  work  together  as  an  integral  healing  team  to  bring  about  a 
new  type  of  hospital  where  all  are  engaged  in  the  task  of  regaining  the  soul  of  healing. 

Challenge  Statement 

There  is  evidenee  that  the  healing  proeess  is  signifieantly  enhaneed  when  spiritual 
eare  and  medieine  work  together.  At  the  designated  medieal  eenter  in  the  southwestern 
United  States,  Clinieal  Pastoral  Edueation  students  and  hospital  nursing  staff  have 
opportunities  to  work  together  and  learn  from  eaeh  other.  Within  this  eontext,  I 
developed  three  teaehing  sessions  with  aeeompanying  PowerPoint  presentations  for  the 
edueation  of  CPE  students  and  nurses.  Through  edueation  and  training,  both  diseiplines 
are  able  to  improve  interpersonal  eommunieation,  interdiseiplinary  eooperation,  and 
eome  to  an  inereased  awareness  of  spiritual,  eultural,  and  religious  diversity. 

®  Parker  J.  Palmer,  To  Know  as  We  Are  Known:  Education  as  a  Spiritual  Journey  (San  Francisco: 
HarperCollins  Publishers,  1993),  26. 
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CHAPTER  I:  THE  SETTING 


General  Setting 

In  the  past  twenty  years,  medieal  researehers  have  explored  the  impaet  that  faith 
has  upon  healing  as  well  as  the  effeet  of  a  variety  of  aneient  and  alternative  healing 
methods.’  As  seienee  beeomes  more  aware  of  the  direet  physiologieal  impaet  of  spiritual 
praetiees  and  beliefs  on  reeovery,  many  medieal  sehools  and  hospitals  are  beginning  to 
take  a  serious  look  at  patients’  religious  beliefs  and  praetiees  and  their  affeet  on  healing.* 
As  seientists  diseovered  the  eure  for  various  diseases,  they  also  diseovered  that  the 
patient’s  state  of  mind  and  belief  system  made  a  signifieant  eontribution  to  their  ability  to 
heal,  the  rate  of  healing,  and  mortality  rates. 

The  eurrent  healtheare  environment  is  in  a  state  of  transition  and  there  eontinues 
to  be  eonflieting  perspeetives  on  the  role  of  one’s  spiritual  life  upon  their  health.  Even 
among  those  who  aeeept  that  one’s  spiritual  life  is  an  important  element  of  healtheare. 


’  Harold  G.  Keonig,  “Religion,  Spirituality,  and  Medicine:  Research  Findings  and  Implications  for 
Clinical  Practice,”  Southern  Medical  Journal  97  (December  2004):  1194-1200. 

*  Auguste  H.  Fortin  and  Katherine  Gergen  Barnett,  “Medical  School  Curricula  in  Spirituality  and 
Medicine,”  Journal  of  the  American  Medical  Association  291  (June  16,  2004):  2883.  The  authors 
document  the  rise  in  medical  school  curricula  that  incorporates  some  way  to  look  at  the  spiritual  needs  of 
patients. 


there  is  signifieant  anxiety  regarding  how  the  staff  of  the  hospital  should  address  the 


spiritual  needs  of  patients.^ 

Hospital  ehaplains  work  within  this  healtheare  environment  to  advoeate  for  the 
spiritual  needs  of  patients  and  to  assess  and  address  those  needs.  As  healtheare  moves 
forward  and  as  healtheare  providers  seek  to  integrate  a  biopsyehosoeial  model  of  eare,  it 
is  the  responsibility  of  the  spiritual  eare  providers  to  ensure  that  the  spiritual  elements  are 
not  dropped  by  the  wayside. 

Chaplains,  and  those  who  train  them,  frequently  relate  eoneerns  about  how 
spiritual  eare  is  pereeived  in  hospitals  aeross  the  eountry.  While  there  are  ehaplains  who 
are  well  integrated  into  the  healtheare  team,  many  others  find  themselves  marginalized 
and  in  eonstant  danger  of  being  targeted  in  budget  euts  beeause  their  departments  are 
seen  as  a  nonessential  funetion.  It  is  important  that  ehaplains,  CPE  students,  and  their 
supervisors  take  some  responsibility  to  edueate  staff  and  eontinually  advoeate  for 
integrated  eare. 

As  healtheare  moves  further  into  the  twenty-first  eentury,  the  role  of  teehnology 
and  the  finaneial  pressures  on  hospital  systems  pose  a  ehallenge  for  earegivers  to 
eontinue  to  honor  the  intangible  soul.  They  must  work  intentionally  to  uphold  a  loving 
response  to  the  whole  human  being. The  denial  of  the  importanee  (or  even  the 


^  Daniel  P.  Sulmasy,  “A  Biopsychosocial-Spiritual  Model  for  the  Care  of  Patients  at  the  End  of 
Life,”  The  Gerontologist  42,  Special  Issue  III,  (2002):  24-33.  The  author  relates  a  variety  of  reasons  why 
medical  professionals  have  difficulty  adequately  addressing  the  spiritual  needs  of  patients  and  evaluates 
some  of  the  tools  that  are  available  for  addressing  those  needs. 

Guenter  B.  Risse,  Mending  Bodies,  Saving  Souls:  A  History  of  Hospitals  (New  York:  Oxford 
University  Press,  1999),  685.  The  author  related  the  history  of  hospitals  and  noted  how  hospitals  have  lost 
the  personal  element  as  they  have  become  increasingly  technical.  He  wondered  about  the  damaging  effect 
of  such  depersonalized  care  of  patient  well-being. 
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existence)  of  the  soul  is  cause  for  concern  in  the  medical  world.  This  demonstration 
project  is  an  attempt  to  introduce  a  prophetic  voice  into  the  hospital  community  and 
advocate  for  the  spiritual  life  and  needs  of  patients. 

We  are  at  a  point  in  history  where  there  is  openness  to  the  role  of  the  soul  in  the 
healing  process.''  Medical  professionals  are  interested  in  the  physical  implications  of 
prayer  and  spiritual  practice  in  healing.  At  the  same  time,  it  is  extremely  difficult  to 
include  training  about  spiritual  and  cultural  needs  within  medical  and  nursing  curricula 
that  are  highly  complex  and  becoming  more  so  all  the  time.  It  is  important  to  educate 
medical  professionals  about  the  importance  of  the  inner  life  of  their  patients,  and  to 
provide  a  means  whereby  they  can  effectively  interface  with  the  chaplains  and  CPE 
students  in  addressing  the  whole  patient  in  the  healing  process. 

Specific  Setting:  A  Teaching  Hospital  in  the  Southwest 

The  medical  center  where  this  demonstration  project  took  place  is  part  of  a 
healthcare  system  with  hospitals  in  seven  states  in  the  western  United  States.  The 
designated  hospital  is  the  largest  hospital  in  the  system,  is  a  quaternary  care  center, 
meaning  that  it  deals  with  the  most  serious  cases,  and  has  the  most  specialized  care.  This 
hospital  is  a  level-one  trauma  center  located  in  the  urban  heart  of  a  major  city  in  the 


"  Harold  Koenig,  Michael  McCullough,  and  David  Larson,  Handbook  of  Religion  and  Health 
(New  York:  Oxford  University  Press  2001),  437-448.  In  this  book,  the  authors  present  a  meta-analysis  of 
the  studies  that  were  done  on  the  effects  of  religious  practice  upon  a  variety  of  diseases.  Although  not  all 
studies  demonstrated  a  positive  effect,  many  others  showed  a  statistically  significant  positive  impact  for  the 
role  of  religion  in  improving  patient  outcomes  in  some  situations.  They  encourage  further  studies  and  offer 
ideas  about  how  the  religious  and  healthcare  communities  can  move  forward  to  enhance  the  healthy  role  of 
spiritual  care  toward  the  sick. 
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southwest  and  has  700  beds.  The  hospital  offers  speeialized  eare  in  ten  different  areas 
ineluding,  an  Alzheimer’s  eenter,  oneology,  eardiology,  high-risk  obstetries,  neurology, 
orthopedies,  rehabilitation,  kidney,  liver,  and  bone  marrow  transplants,  and  in-patient 
psyehiatrie  eare. 

The  hospital  is  a  major  training  site  and  has  residents  in  Graduate  Medieal 
Edueation  and  Clinieal  Pastoral  Edueation.  There  are  also  students  in  nursing,  physieal 
therapy,  oeeupational  therapy,  and  musie  therapy.  There  is  a  eommitment  to  edueation  at 
multiple  levels  as  a  means  to  stay  on  the  eutting  edge  of  medieine  and  healtheare. 

This  medieal  eenter  serves  a  diverse  population,  ineluding  a  large  number  of 
Hispanies,  Native  Amerieans,  and  Afriean  Amerieans.  Additionally,  beeause  of  the 
desert  elimate  and  the  presenee  of  a  large  university  nearby,  this  eity  is  home  to 
immigrants  from  Afriea,  Arabie  eountries,  India,  Pakistan,  and  parts  of  Asia.  These 
populations  add  to  the  religious  and  eultural  diversity  of  the  eommunity. 

The  Assoeiation  for  Clinieal  Pastoral  Edueation  aeeredits  this  hospital  to  offer 
Clinieal  Pastoral  Edueation  at  all  three  levels:  Eevel  I,  Eevel  II,  and  Supervisory  CPE. 

The  direetor  of  the  Department  of  Spiritual  Care  and  is  an  ACPE  Supervisor.  The  author 
of  this  dissertation  was  formerly  employed  as  an  ACPE  Supervisor  within  the  hospital 
where  she  served  as  the  primary  faeulty  for  Clinieal  Pastoral  Edueation.  The  eurrent  CPE 
program  has  six  full  time  residents,  six  students  in  extended  CPE,  and  one  student  in 
supervisory  edueation.  During  the  fall  unit,  there  were  seven  residents.  One  resident 
graduated  in  Deeember  of  2007. 
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Focus  Situation:  Fall  2007  -  Residency  Unit 


The  spiritual  needs  of  patients  ean  be  addressed  when  those  who  eare  for  them  are 
aware  of  the  importanee  of  addressing  the  emotional,  spiritual,  and  eultural  aspeets  of  the 
patient  in  their  healing.  Those  spiritual  eare  providers  who  work  elosest  to  the  patients 
are  ideally  suited  to  edueate  hospital  staff  about  these  aspeets  of  patient  eare.  In  order  to 
equip  the  CPE  residents  to  offer  the  neeessary  edueation,  I  developed  a  training  program 
eonsisting  of  three  teaehing  modules,  eaeh  lasting  approximately  fifteen  minutes.  These 
teaehing  modules  gave  the  CPE  students  the  opportunity  to  take  an  aetive  role  in 
providing  the  neeessary  edueation. 

Through  this  projeet,  I  wanted  to  improve  the  knowledge  base  of  CPE  students 
and  nursing  staff  alike.  I  aeeomplished  this,  by  edueating  the  CPE  residents  regarding 
sensitivity  to  the  needs  of  the  patient.  I  taught  them  to  reeognize  the  spiritual,  religious, 
and  eultural  diversity  of  patients.  Additionally,  I  equipped  them  with  the  neeessary  tools 
to  teaeh  what  they  had  learned  to  nurses  on  a  designated  unit  by  developing  teaehing 
modules  for  them.  I  hoped  to  improve  the  students’  pastoral  role  and  professional 
relationships  as  members  of  a  multidiseiplinary  team  by  having  them  teaeh  what  they  had 
learned.  Although  most  of  the  students  were  able  to  offer  the  training  and  were  eonfident 
of  their  role  on  the  patient  eare  areas,  the  interdiseiplinary  eollaboration  was  not  realized. 
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CHAPTER  II:  POLITICAL  AND  ORGANIZATIONAL  ASPECTS 


The  hospital  where  this  demonstration  took  plaee,  like  all  other  hospitals,  is  a  politieal 
organization.  Department  direetors  seek  to  obtain  whatever  finaneial  and  human 
resourees  they  believe  they  will  need  in  order  to  fulfill  their  assigned  tasks  and  eontinue 
to  stay  in  the  good  graees  of  the  administration.  Administrators  direet  and  foeus  the 
overall  effort  while  simultaneously  eompeting  with  the  other  hospitals  within  the  system 
and  with  the  other  healtheare  systems  throughout  the  eountry  in  their  efforts  to  remain 
sueeessful  and  financially  stable.  When  it  comes  to  navigating  the  political  organization, 
spiritual  care  providers  do  well  when  they  heed  the  words  of  Jesus  according  to  Matthew 
10:16:  See  I  am  sending  you  out  like  sheep  into  the  midst  of  the  wolves;  so  be  wise  as 
serpents  and  innocent  as  doves.  God  calls  chaplains  to  be  effective  advocates  for  the 
spiritual  needs  of  patients,  their  families,  and  staff  members;  and  they  are  called  to 
advocate  for  those  spiritual  care  programs  that  serve  to  enhance  our  pastoral  calling  to 
honor  the  needs  of  the  soul  within  the  hospital  setting. 

Political  and  organizational  features  serving  to  promote  integrated  healthcare 

At  the  medical  center,  a  number  of  factors  serve  to  promote  integrated  healthcare. 
Last  year  the  hospital  converted  to  an  electronic  charting  system.  This  charting  system, 
Cerner  Millennium,  features  a  variety  of  interdisciplinary  sections  where  each  discipline 
can  document  their  patient  visits.  When  patients  are  admitted,  their  primary  nurse 


determines  their  need  for  interdiseiplinary  attention  using  a  standardized  admission 
interview.  Then  the  eomputer  sends  out  automatie  referrals  to  every  diseipline  that  is 
required  to  eare  for  the  needs  of  the  patient.  Throughout  the  day,  the  Spiritual  Care 
Department  reeeives  these  Cerner-generated  referrals,  whieh  provide  an  effieient  way  for 
ehaplains  and  CPE  students  to  foeus  their  ministry.  They  ean  devote  their  time  to  those 
patients  who  requested  a  ehaplain  or  whose  nurses,  physieians,  or  soeial  workers  believe 
would  benefit  from  reeeiving  spiritual  eare.  Chaplains  and  CPE  students  then  doeument 
their  patient  visits  by  not  only  eompleting  a  standardized  spiritual  assessment  but  also 
reeording  their  visits  on  a  separate  form  designed  to  faeilitate  eommunieation  between 
the  various  diseiplines. 

Another  way  the  hospital  administration  faeilitates  integrated  healtheare  is 
through  the  Language  and  Cultural  Serviees  Department.  This  department  offers  in- 
house  interpreters  for  patients  whose  first  language  is  Spanish  (about  thirty  pereent  of  the 
patient  population).  These  interpreters  not  only  allow  patients  to  understand  the  medieal 
information  they  are  reeeiving  but  also  allow  medieal  teams  to  gain  insight  into  the 
eultural  eoneems  of  their  patients.  Spanish-speaking  patients  may  also  feel  less  isolated 
when  they  know  someone  is  on  their  side  and  is  advoeating  for  their  needs. 

The  Spiritual  Care  Department  also  seeks  to  meet  the  spiritual  and  eultural  needs 
of  the  Hispanie  population  by  offering  a  bilingual  CPE  program  to  promote  and  faeilitate 
the  development  of  professional  Spanish-speaking  ehaplains.  Through  this  bilingual 
training  program,  the  Spiritual  Care  Department  seeks  to  provide  voiees  for  those  without 
a  voiee  and  advoeates  for  those  who  may  be  feeling  helpless  in  the  faee  of  raeial 
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prejudice.  This  may  change,  however,  with  the  recent  cut  in  funding  for  the  bi-lingual 
CPE  program. 

Political  and  organizational  features  inhibiting  integrated  healthcare 

While  the  hospital’s  electronic  medical  record  system  makes  patient  information 
available  in  real  time  to  all  who  may  require  it,  staff  members  must  also  spend 
significantly  more  time  entering  that  information.  Recently  a  hospital  administrator 
visited  one  of  the  patient  care  units  and  noticed  everyone  was  at  the  computers  and  no 
one  was  with  the  patients.  The  demand  for  detailed  documentation,  while  certainly 
important,  minimizes  the  time  available  for  staff  to  interact  with  patients  and  their 
families.  The  electronic  records  system  also  increases  the  potential  for  practitioners  of 
the  various  disciplines  to  spend  more  time  interacting  with  electronic  charts  and  less  time 
interacting  with  other  staff  as  they  seek  to  learn  of  the  needs  of  specific  patients.  Finally, 
because  electronic  records  are  standardized,  much  that  is  unique  about  each  patient  may 
not  be  included  on  the  chart  and  may,  therefore,  not  be  considered  during  the 
development  of  specific  patient  healthcare  plans. 

Every  department  is  required  to  coordinate  their  procedures  and  tasks  with  the 
initiatives  and  measures  established  by  the  Board  of  Directors  for  the  system.  Of  the 
fourteen  people  comprising  this  Board,  two  are  physicians,  two  are  lawyers,  and  ten  are 
from  the  business  sector.  Such  a  representative  mix  tends  to  produce  a  focus  that  is 
financially  driven.  The  Board,  in  consultation  with  the  executive  leadership  develops 
initiatives  for  the  system  that  directs  the  quality  improvement  efforts  for  each  hospital 
and  department.  Recent  initiatives  included  improved  efficiency  in  performing  routine 
medical  tasks,  increased  the  effectiveness  of  specific  surgical  procedures,  and  more 
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accurate  checking  of  patient  armbands.  There  is  always  one  initiative  related  to  meeting 
the  finaneial  target  set  by  the  Board.  Sueh  initiatives  seek  to  improve  finaneial  stability, 
eomplianee  with  federal  guidelines,  patient  safety,  and  eustomer  satisfaetion  (as 
measured  by  NCR  Picker,  a  standardized  questionnaire).  The  Spiritual  Care  Department 
generates  no  revenue;  therefore,  there  is  little  the  department  ean  do  to  help  meet 
finaneial  targets.  The  only  measure  the  Spiritual  Care  Department  ean  realistieally 
influenee  is  the  Customer  Satisfaetion  Questionnaire.  Beeause  the  questionnaire  ineludes 
no  measure  of  how  poorly  or  how  well  hospital  staff  honored  and  addressed  the  spiritual 
and  eultural  needs  of  the  patient,  the  Spiritual  Care  Department  oeeupies  one  of  the  more 
vulnerable  positions  within  the  hospital’s  politieal  and  organizational  struetures. 
Consequently,  the  temptation  is  for  Spiritual  Care  to  go  for  quantity  rather  than  quality,  to 
move  away  from  seeking  to  fulfill  the  spiritual  and  eultural  needs  of  fewer  patients  in 
order  visit  as  many  patients  as  possible. 

Political  and  organizational  features  encouraging  a  “silo”  mentality 

The  hospital  has  700  patient  beds,  seven  medieal  speeialties,  and  ten  intensive 
eare  units.  This  hospital  is  also  a  major  teaehing  medieal  eenter  where  physieians, 
nurses,  ehaplains,  and  a  variety  of  other  healtheare  professionals  ean  eome  and  fulfill 
both  internship  and  resideney  requirements.  Though  sueh  edueational  diversity  does 
provide  exeellent  teaehing  and  learning  opportunities  for  a  wide  variety  of  healtheare 
professionals,  it  also  has  negative  eonsequenees:  the  promotion  of  an  organizational 
“silo”  mentality.  I  believe  both  patients  and  staff  suffer  the  eonsequenees  of  sueh  an 
organizational  atmosphere  in  two  primary  ways. 
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First,  continual  supervision  and  training  of  healthcare  students  tends  to  narrow  the 
foeus  of  those  who  are  teaehing  to  their  own  areas  of  expertise.  This  dynamie  promotes 
intra-diseiplinary  learning  at  the  expense  of  interdiseiplinary  learning.  Beeause  most 
healtheare  professionals  today  beeome  speeialists  and  few  beeome  general  praetitioners, 
the  holistie  needs  of  patients  are  rarely  addressed. 

Seeond,  speeialized  patient  eare  units  naturally  attraet  the  most  suitable 
personality  types.  Sueh  speeialties  tend  to  develop  group  identities  that  promote  attitudes 
of  exelusivity.  While  this  ean  foster  team  eohesion,  it  ean  also  result  in  the  dismissal  of 
professionals  from  other  diseiplines  as  outsiders.  This  tends  to  render  effeetive 
interdiseiplinary  eommunieation  diffieult  at  best  and  nonexistent  at  worst.  Again,  it  is  the 
patients’  holistie  needs  that  tend  to  suffer  the  eonsequenees  of  poor  interdiseiplinary 
eommunieation. 

A  proposal  to  address  barriers  to  integrated  healthcare 

Members  of  the  Spiritual  Care  Department  ean  take  several  steps  to  partieipate  in 
ereating  a  healing  hospital.  One  easy  step  is  for  ehaplains  to  offer  the  spiritual  gift  of 
hospitality  to  staff  on  the  units  where  they  serve.  Chaplains  and  CPE  students  ean 
weleome  new  employees  and  eneourage  the  ehaplain-staff  relationship  that  is  at  the  heart 
of  integrated  healtheare.  This  means  that  ehaplains  have  to  take  the  initiative  to  engage 
the  staff  rather  than  passively  waiting  for  the  staff  to  eome  to  them.  As  ehaplains  attend 
to  the  emotional  and  spiritual  needs  of  the  staff,  the  staff  will  have  a  better  idea  of  how  to 
make  use  of  spiritual  eare  for  their  patients. 

Chaplains  ean  also  faeilitate  interdiseiplinary  relationships  by  engaging  in 
personal  eonversations  with  nurses  and  physieians  regarding  the  patients’  spiritual  and 
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emotional  needs.  It  is  through  these  personal  eonneetions  that  the  ehaplains  will  beeome 
visible  presenees  of  the  floors,  bringing  in  their  being  the  value  of  the  spiritual  and 
emotional  eoneerns  of  patients  into  integrated  eare.  As  ehaplains  diseuss  the  spiritual 
eoneerns  of  patients  and  relate  how  they  attempted  to  meet  those  needs,  hospital  staff  will 
start  to  see  how  these  eoneerns  impaet  other  aspeets  of  the  patients  eare. 

In  is  also  important  for  the  Spiritual  Care  Department  to  eontinue  to  make 
opportunities  to  offer  formal  edueational  aetivities  about  areas  related  to  their  areas  of 
expertise.  As  they  partieipate  in  edueational  fairs  and  teaehing  workshops  on  eultural  and 
religious  diversity  or  spiritual  and  emotional  needs  they  ean  eontinue  to  advanee 
awareness  of  our  role  in  healtheare. 

Like  most  politieal  systems,  relationships  are  the  primary  way  to  introduee  and 
bring  about  ehange.  There  is  suffieient  evidenee  that  spiritual  eare  is  an  important  aspeet 
of  patient  eare  but  it  is  up  to  the  ehaplains  to  take  the  initiative  to  demonstrate  its 
importanee  through  aetive  partieipation  in  patient  eare  and  aetive  dialogue  with  other 
members  of  the  hospital  staff 
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CHAPTER  III:  ECCONOMIC  ASPECTS 


The  system  where  this  demonstration  projeet  took  plaee,  ineluding  the  speeifie 
medieal  eenter,  is  a  not-for-profit  healtheare  system.  The  system  is  eoneerned  with 
maintaining  its  finaneial  seeurity.  Every  year  there  is  eonsiderable  diseussion  eoneerning 
the  eeonomie  aspeet  of  healtheare  and  the  ability  of  the  system  to  eontinue  eompeting 
suoeessfully  in  the  United  States  hospital  industry.  Employees  are  under  a  eontinual 
mandate  to  help  the  organization  meet  its  annual  finaneial  targets.  Hospitals  within  the 
system  that  do  not  meet  their  finaneial  targets  are  penalized  and  eannot  reeeive  eapitol 
funds  as  long  as  they  eontinue  to  under  perform.  Departments  that  ehronieally  under 
perform  finaneially  are  often  diseontinued.  Sueh  unrelenting  pressure  to  perform  ereates 
a  tense  ministry  environment.  I  believe  most  United  States  hospital  Spiritual  Care 
Departments  are  experieneing  similar  eeonomie  eireumstanees. 

Economic  factors  affecting  the  practice  of  healthcare 

Within  the  narrow  timeframe  of  this  demonstration  projeet,  the  state  in  whieh  this 
projeet  took  plaee  went  through  a  number  of  disruptive  eeonomie  ehanges,  ineluding  the 
rapid  eollapse  of  a  onee-thriving  real  estate  market  and  an  emotional  environment  whieh 
(due  to  the  passage  of  new  employee-hiring  state  legislation)  beeame  more  hostile  than 
ever  toward  people  of  Hispanie  origin.  Meanwhile  healtheare  eontinues  its  struggle  to 
eontain  eosts  while  simultaneously  remaining  eompetitive  through  inereased 


specialization  and  investments  in  the  latest  hospital  equipment  and  diagnostic  technology. 
At  the  same  time,  the  hospital,  like  many  other  hospitals  throughout  the  country, 
continually  attempted  to  reduce  its  overhead.  Due  to  current  economic  circumstances, 
the  Clinical  Pastoral  Education  remains  under  intense  scrutiny  to  determine  if,  in  the 
opinion  of  the  hospital  administration,  the  department  is  indeed  a  profitable  enough 
financial  asset. 

This  deteriorating  economic  situation  is  especially  difficult  on  the  Hispanic 
population.  Many  are  looking  for  people  to  crucify  for  the  economic  downturn  and  are 
blaming  those  Hispanics  who  are  living  and  working  in  the  United  States  illegally.  There 
are  intense  political  efforts  to  punish  undocumented  aliens  by  denying  them  healthcare 
and  education.  This  acrimonious  situation  brings  out  latent  racial  hostilities  in  some 
hospital  staff  Although  official  hospital  policy  forbids  it,  some  Hispanic  patients  are  not 
offered  all  of  the  services  of  the  hospital,  including  spiritual  care.  Recently  one  of  the 
chaplains  had  to  advocate  insistently  for  the  comfort  cart  (a  hospital  cart  loaded  with  free 
coffee  and  cookies)  to  be  brought  around  for  the  family  of  a  dying  Hispanic  patient. 

Several  months  ago,  in  order  to  meet  the  streamlined  2008  budget,  hospital 
administration  asked  the  Spiritual  Care  Department  to  make  employee  cuts.  This  resulted 
in  the  Hispanic  bilingual  CPE  program  losing  funding.  Since  bilingual  CPE  students  are 
no  longer  compensated,  many  Hispanics  can  no  longer  afford  to  receive  chaplaincy 
training  and  education.  This  may  also  mean  the  cultural  and  spiritual  needs  of  many 
Hispanic  patients  will  not  be  met.  This  termination  of  bilingual  CPE  program  funding 
definitely  limits  the  capacity  to  attract  promising  Hispanic  students  into  the  ministry  of 


17 


hospital  chaplaincy,  thus  further  restricting  both  the  quality  and  the  quantity  of  future 
pastoral  care  that  can  be  offered  on  behalf  of  Hispanic  patients  and  staff. 

Economic  advantages  to  addressing  the  spiritual  needs  of  patients 

The  Joint  Commission  for  the  Aeereditation  of  Hospital  Organizations  (JCAHO) 
requires  all  hospitals  to  provide  some  means  for  adequately  addressing  patient  spiritual 
needs.  Maintaining  aeereditation  with  JCAHO  is  finaneially  erueial  beeause  without 
national  aeereditation  a  hospital  eannot  reeeive  Medieare  and  Medieaid  funds.  Providing 
for  the  spiritual  needs  of  patients  ereates  a  elear  eeonomie  advantage  for  every  hospital  in 
the  United  States. 

A  number  of  studies  have  elearly  demonstrated  how  spiritual  eare  improves 
patient  outeomes.  “Health  outeomes  ean  be  positively  affeeted  by  attempts  to  address 
emotional  and  psyehosocial  needs.  Two  studies  note  positive  physiologieal  responses 
resulting  from  the  emotional  eomfort  of  spirituality.”'^  Through  ensuring  patients  have 
aeeess  to  professionally  trained  and  qualified  spiritual  eare  providers,  hospitals  ean  offer 
patients  their  best  ehanees  for  full  reeovery  from  injury,  illness,  and  disease. 

Additionally,  when  eompared  with  other  professional  diseiplines,  professional 

ehaplains  are  extremely  eost  effeetive. 

Spiritual  eare  provided  by  ehaplains  is  eost  effeetive.  The  only  published 
ehaplainey  eost  study  reported  the  serviees  of  professional  ehaplains  range  between 
$2.71  and  $6.43  per  patient  visit.  Additionally,  approximately  three  quarters  of 


Paul  Alexander  Clark,  Maxwell  Drain,  and  Mary  P.  Malone,  “Addressing  Patients’  Emotional 
and  Spiritual  Needs,”  Joint  Commission  Journal  of  Quality  and  Safety  29  (December  2003):  661. 
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HMO  executives  surveyed  reported  that  if  spirituality  can  have  an  impact  on 
wellbeing,  then  it  can  helpfully  impact  cost  containment.'^ 

Of  course,  hiring  professional  chaplains  and  offering  accredited  CPE  programs 
represent  more  costly  alternatives  to  using  unpaid  volunteers  or  minimally-trained  staff  in 
an  attempt  to  provide  for  the  spiritual  needs  of  patients  and  staff  However,  unskilled 
spiritual  caregivers  often  cause  the  kind  of  harm  professional  chaplains  have  been  trained 
to  avoid.  A  different  hospital  within  the  healthcare  system  had  an  elderly  Jewish  patient 
who  was  dying.  A  volunteer  chaplain  told  that  patient  to  accept  Jesus  as  his  Savior  or  he 
would  go  to  Hell.  Such  insensitivity  to  the  religious  and  spiritual  needs  of  this  patient 
triggered  a  significant  complaint  by  the  man’s  spouse.  Had  she  chosen  to  do  so,  she 
could  have  sued  the  hospital.  Instead,  she  and  her  family  vowed  never  again  to  patronize 
any  system  facility.  This  is  but  one  example  of  the  actual  and  potential  damage  that  may 
be  done  when  a  hospital  chooses  not  to  invest  in  professionally  trained  chaplains. 

The  hospital  where  this  project  took  place  employs  a  combination  of  professional 
chaplains  and  CPE  students  to  provide  for  the  spiritual  needs  of  patients,  their  families, 
and  staff  members.  The  chaplains  and  CPE  supervisory  staff  are  salaried,  and  five  CPE 
residents  earn  a  reduced  salary.  These  five  full-time  residents,  who  are  in  class  ten  hours 
a  week,  do  the  work  of  four  full-time  chaplains  for  the  price  of  three  full-time  chaplains. 
Though  our  five  part-time  CPE  students  work  the  equivalent  of  two  full-time  chaplains, 
they  are  not  financially  compensated.  In  addition,  one  full-time  CPE  resident  and  one 


Larry  VandeCreek  and  Laurel  Burton,  eds.  “Professional  Chaplaincy:  Its  Role  and  Importance 
in  Healthcare,”  Whitepaper  by  The  Association  for  Clinical  Pastoral  Education,  The  Association  of 
Professional  Chaplains,  The  Canadian  Association  for  Pastoral  Practice  and  Education,  The  National 
Association  of  Catholic  Chaplains,  and  The  National  Association  of  Jewish  Chaplains.  (2001):  17. 
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part-time  CPE  student  perform  their  elinieal  work  within  off-site  patient  eare  faeilities 
whieh  pay  the  hospital  plaeement  fees.  These  plaeement  fees  are  equal  to  the  salary  of 
one  full-time  ehaplain.  Clearly,  a  CPE  program  may  both  greatly  enhanee  the  quality  of 
spiritual  eare  provided  by  a  hospital  and  also  be  an  eeonomie  bargain. 

I  believe  reeognizing  and  serving  the  spiritual  needs  of  patients,  families,  and  staff 
is  a  saered  task.  Though  it  represents  a  signifieant  investment  to  employ  professional 
ehaplains  and  offer  professional  CPE  programs,  when  hospital  administrations  eonsider 
their  bottom  lines,  investing  in  professionally-staffed  spiritual  eare  departments  and  an 
aeeredited  CPE  program  makes  perfeet  eeonomie  sense. 
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CHAPTER  IV:  CULTURAL  ASPECTS 


This  demonstration  project  had  as  one  of  its  goal  to  provide  an  educational  format 
to  raise  the  cultural  awareness  of  the  CPE  students  and  hospital  staff  In  order  to 
facilitate  their  understanding  of  cultural  differences,  I  had  each  of  them  tell  stories  about 
their  lives  so  that  they  could  appreciate  the  cultural  diversity  that  was  present  among 
themselves  first. 

The  major  participants  in  this  project  included  CPE  residents  in  the  first  unit  of  a 
year-long  residency  program.  The  group  consisted  of  seven  students,  six  women  and  one 
man.  The  cultural  and  religious  diversity  of  the  group  broke  down  in  the  following  way.. 
There  was  one  African-American  woman  in  her  late  forties.  Her  husband  was  a  military 
chaplain  and  she  was  ordained  in  the  full  gospel  tradition.  She  and  her  husband  have 
three  adopted  children  in  their  late  teens  and  early  twenties.  Her  oldest  daughter  has  a 
baby  during  the  unit.  There  was  one  Filipina  woman.  She  was  recently  married  and  was 
in  her  late  forties.  She  is  a  former  Roman  Catholic  nun.  Her  husband  is  a  French 
expatriate.  Many  of  this  student’s  extended  family  life  within  a  few  blocks  of  each  other 
in  a  Phoenix  suburb.  All  other  students  were  Caucasian.  The  lone  male  in  the  group  was 
a  married  man  in  his  mid  fifties.  He  was  in  his  second  marriage.  He  had  a  son  and  a 
daughter  with  his  first  wife;  the  son  died  in  an  automobile  accident  about  ten  years  ago. 
He  has  a  school-aged  son  with  his  second  wife.  He  is  considering  ordination  in  the 
Evangelical  Lutheran  Church  in  America.  There  was  also  a  single  woman  her  early 


fifties,  who  was  ordained  in  the  ELCA  and  had  served  for  several  years  in  Japan  and 
China.  Another  woman  was  married  and  in  her  early  sixties  with  four  grown  ehildren. 

She  was  a  parish  nurse  and  was  an  aetive  member  of  the  Methodist  ehureh.  One  other 
woman  in  the  group  was  in  her  early  forties  and  was  married  to  a  psyehiatrist  who  works 
for  the  VA  system.  She  has  one  daughter,  and  she  was  ordained  in  the  United  Chureh  of 
Christ  during  the  unit.  The  final  student  was  a  woman  who  was  in  her  third  marriage. 

She  was  a  praetitioner  in  the  Seienee  of  the  Mind  religion.  The  supervisor  of  the  unit  is  a 
married  Caueasian  woman  in  her  mid-fifties  with  no  ehildren.  She  is  ordained  in  the 
Christian  Chureh  (Diseiples  of  Christ)  and  is  an  ACPE  Supervisor. 

The  CPE  students  provided  ministry  in  a  large  inner-eity  hospital  that  serves  a 
diverse  population.  The  eounty  where  the  hospital  is  loeated  breaks  down  into  this 
demographie:  of  White,  not  Hispanie  61.5%  ,  Hispanie,  29%,  Blaek,  Native  Ameriean 
2.2%,  and  Asian,  2.7%.  The  patient  population  has  a  higher  pereentage  of  Native 
Amerieans  and  Afriean  Amerieans  than  the  eounty  population  would  indieate.  With  the 
makeup  of  their  peer  group  and  the  diversity  of  the  population  they  served,  they  were 
thrust  into  the  midst  of  diversity  from  the  beginning. 

As  their  supervisor,  I  addressed  the  eultural  aspeets  of  the  edueation  in  two 
distinet  ways,  by  faeilitating  the  interaetion  and  relationships  between  students 
themselves,  between  students  and  other  members  of  the  spiritual  eare  department, 
between  students  and  staff,  and  between  students  and  patients  and  families.  Through  the 
“living  human  doeument’  students  ean  begin  to  understand  the  eomplexities  of  human 
interaetions  in  a  multitude  of  areas,  eultural  diversity  being  only  one. 


People  Map  Stats,  (Maricopa  County,  Ariz.)  [database  online];  available  from  http://  www.fedstats.gov. 
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Student  Education 


Since  I  worked  with  the  CPE  students  over  an  extended  time  and  had  the 
responsibility  for  their  education  throughout  the  implementation  phase  of  this 
demonstration  projeet,  I  had  the  opportunity  to  give  them  a  mueh  broader  edueation  than 
was  available  through  the  Soul  of  Healing  teaehing  modules.  As  the  students  beeame 
aequainted  with  eaeh  other,  they  were  able  to  diseover  the  different  ways  they  looked  at 
things  like:  definition  of  family,  how  to  navigate  eonfliet,  the  appropriate  way  to  show 
emotions,  and  how  to  say  no.  This  reeognition  of  their  eultural  differenees  took  plaee 
throughout  the  unit. 

I  seheduled  one  of  the  staff  ehaplains,  a  Hispanie  woman  from  Mexico,  to  lead 
two  eultural  didaetie  sessions  for  them.  One  dealt  with  pastoral  eare  to  Hispanie  patients 
and  touehed  upon  the  salient  features  to  keep  in  mind  when  working  with  this  population. 
The  other  was  a  didaetie  to  give  them  an  understanding  about  the  plight  of  undoeumented 
people,  their  reasons  for  immigrating  and  the  struggles  they  faee  with  exploitation  and 
abuse.  This  gave  the  students  a  deeper  appreeiation  for  a  signifieant  but  marginalized 
population. 

I  also  seheduled  the  ehaplain  from  a  loeal  Native  Ameriean  hospital  to  eome  and 
speak  to  the  students.  She  talked  about  the  different  tribes  that  are  in  the  state  and  gave 
an  overview  of  the  major  health  coneems  this  diverse  population  faees.  She  then  gave 
some  general  guidelines  about  how  to  interaet  respeetfully  with  Native  Ameriean 
patients,  speeifieally  the  elderly. 
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Using  The  Soul  of  Healing  Training  Module 

The  primary  resource  I  used  for  teaching  the  cultural  diversity  training  module 
was  Pastoral  Counseling  Across  Cultures^ ^  I  made  use  of  Augsburger’s  spectrum  of 
cultural  awareness  as  a  way  to  explore  one’s  attitude  toward  diversity.  Within  the  limited 
time-frame  of  the  training  module,  I  determined  that  this  would  be  more  useful  than 
trying  to  give  specifics  about  cultural  groups.  I  wanted  to  avoid  an  overly  simplified 
view  of  cultural  diversity  and  avoid  creating  more  stereotypical  perspectives.  My 
intention  for  the  presentation  was  to  encourage  cultural  sensitivity  toward  those  with 
different  value  systems  and  beliefs.  Augsburger  described  several  levels  of  cultural 
openness  in  the  following  ways: 

Cultural  Encapsulation  is  the  state  of  mind  where  one  is  not  aware  that  others 
have  different  ways  of  doing  things.  There  may  be  a  sense  of  cultural  superiority  in  this 
stance,  but  often  one  who  is  culturally  encapsulated  is  not  aware  that  there  are  other  value 
systems 

Cultural  Awareness  is  the  state  of  awareness  where  one  recognizes  that  others 
have  different  customs,  holidays,  family  structures,  and  ways  of  accomplishing  tasks. 
Recognizing  different  value  systems  does  not  mean  that  one  abandons  their  own  value 
system  in  favor  of  another.  There  is  a  logical  structure  supporting  a  different  cultural 
expression  and  one  can  appreciate  the  difference 

Cultural  Sensitivity  is  the  level  of  awareness  where  one  begins  to  take  an  active 
role  to  understand  and  respect  those  with  different  backgrounds.  When  working  with  a 


David  W.  Augsburger,  Pastoral  Counseling  Across  Culture  (Philadelphia:  Westminster  Press, 
1986),  13-47 
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patient  or  family  from  a  different  eulture,  the  eulturally  sensitive  earegiver  looks  for  ways 
to  allow  the  patient  to  be  as  eomfortable  as  possible  in  the  strange  eulture  of  the  hospital. 

Cultural  Competenee  is  an  ideal  toward  whieh  to  strive.  It  is  the  ability  to  see  the 
situation  from  another  person’s  perspeetive.  This  requires  one  to  pay  elose  attention  to 
the  unique  eharaeteristies  of  a  patient  and  their  family  and  listen  as  they  tell  us  about  their 
experienees. 

The  last  part  of  the  session  offered  some  suggestions  about  how  those  of  us  who 
are  giving  eare  to  someone  from  a  different  eulture  ean  be  effeetive  and  treat  others  with 
respeet.  Those  ways  inelude: 

•  Reeognize  one’s  own  religious  and  eultural  assumptions 

•  Expeet  that  others  have  different  assumptions  and  experienees 

•  Take  an  attitude  of  a  student  and  let  the  patient  teaeh  you 

•  Remember  that  you  have  eommon  ground 

•  Reeognize  the  value  of  eultural  patterns 

•  Avoid  stereotypieal  generalizations  about  members  of  a  eultural  group 

The  session  eoneluded  with  areas  requiring  eultural  sensitivity  for  staff  to  keep  in 
mind  as  they  worked  with  patients  and  families: 

•  Family  strueture  -  deeision  making 

•  Sense  of  personal  spaee 

•  How  to  talk  with  those  outside  of  the  family  (ineluding  eye  eontaet,  volume  of 

speeeh,  questions,  interruptions,  who  ean  talk  with  those  in  authority) 

•  How  to  address  major  life  transitions 

•  Dietary  and  hygiene  needs 
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It  was  my  hope  that  the  CPE  students  would  feel  comfortable  offering  the  The 
Soul  of  Healing:  Awareness  of  Religious  and  Cultural  Diversity  workshop.  I  also  wanted 
it  to  contain  useful  information  and  serve  to  make  those  involved  more  sensitive  to  the 
needs  of  those  from  different  cultures  and  give  them  a  comfort  level  that  would 
encourage  them  to  engage  others  with  relative  ease. 
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CHAPTER  V:  METHODOLOGY 


The  Soul  of  Healing  sessions  were  the  result  of  the  evolution  of  three  previous 
versions.  The  first  version  was  offered  to  the  CPE  resident  group  in  the  spring  of  2007. 
The  seeond  version  was  offered  to  the  2007  summer  students  from  two  hospitals  within 
the  healtheare  system.  The  third  version  was  given  to  OB/GYN  residents  late  in  the 
summer  of  2007.  I  wanted  to  use  a  developmental  model  to  demonstrate  how  eoneeptual 
struetures  are  formed  aeross  different  religious  and  eultural  traditions.  I  was  not  able  to 
find  a  way  to  simplify  the  information  suffieiently  to  fit  within  the  time  limits  of  this 
projeet.  I  also  found  that  several  CPE  students  had  a  strong  reaetion  to  a  developmental 
model  because  they  perceived  a  prejudice  against  the  foundational  levels.  I  wanted  the 
students  to  be  comfortable  teaching  the  training  sessions,  so  I  looked  for  a  simple  and 
effective  way  to  communicate  about  spiritual  and  cultural  issues  in  order  to  improve 
patient  care  in  these  areas. 


Choosing  Content 

In  designing  the  Soul  of  Healing  teaching  modules,  I  wanted  to  develop  material 
that  would  have  the  greatest  impact  in  a  short  time.  With  that  in  mind,  I  decided  to  start 
by  addressing  the  need  to  listen  and  attend  to  the  other.  Encountering  the  Soul  was  an 
attempt  to  articulate  the  pastoral  skill  of  “presence”.  Recognizing  that  most  CPE  students 
do  not  start  out  knowing  how  to  listen  well,  I  was  confident  that  hospital  staff  would  find 


it  useful  to  learn  about  or  be  reminded  of  the  importanee  of  slowing  down  and  making 
time  to  listen  to  patients.  “When  we  really  make  the  time  to  soul  listen  and  hear  others, 
we  send  the  message  to  them  that  they  are  important,  loved,  and  valued  by  us.”'^  I 
deeided  to  develop  something  to  allow  students  and  staff  alike  to  use  simple  teehniques  to 
honor  their  own  souls  and  to  attend  to  the  soul  of  others.  This  beeame  the  foundational  to 
the  entire  Soul  of  Healing  series. 

After  I  settled  on  the  eontent  for  the  first  module,  I  developed  an  outline  for  the 
remaining  two  modules.  Awareness  of  Spiritual  Diversity  intended  to  address  the 
spiritual  life  of  patients  in  a  non-seetarian  way.  I  thought  it  would  be  easier  to  engage 
students  and  easier  for  them  to  engage  the  staff  around  the  some  eommon  ways  people 
experienee  their  spirituality  rather  than  leading  off  with  the  topie  of  religious  differenees. 
After  identifying  some  of  the  ways  people  experienee  transeendenee,  I  offered  some 
tangible  things  that  staff  or  ehaplains  eould  do  to  assist  patients  in  eonneeting  with  their 
sense  of  God  based  upon  the  patient’s  way  of  experieneing  their  spiritual  life.  Wilber’s 
spiritual  states  formed  the  theoretieal  basis  for  the  presentation.'^ 

The  final  training  module  was  Awareness  of  Religious  and  Cultural  Diversity.  I 
intended  to  introduee  the  variety  of  religions  in  the  world  as  a  way  to  expand  staff  and 
student  awareness.  I  ineluded  some  non-organized  religious  expressions  so  that  they 

Cari  Jackson,  The  Gift  to  Listen,  The  Courage  to  Hear  ^Minneapolis,  Minn.:  Augsburg  Books, 

2003),  3. 

Ken  Wilber,  Integral  Spirituality:  A  Startling  New  Role  for  Religion  in  the  Modem  and 
Postmodern  World  (Boston:  Integral  Books,  2006),  50-102.  Wilber  draws  upon  developmental 
understanding  to  propose  that  individuals  have  several  lines  of  development  and  that  they  develop 
spiritually  through  stage  somewhat  along  the  lines  of  James  Fowler’s  stages  of  faith  development.  Wilber 
also  identifies  four  spiritual  states  that  are  temporary  and  experiential  peak  experiences  that  can  be 
cultivated  through  spiritual  practice.  The  spiritual  states  are:  nature  mysticism,  deity  mysticism  (personal 
relationship  with  God),  formless  mysticism  (as  in  meditation)  and  non-dual  mysticism  (union  with  God). 
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would  realize  that  not  all  religious  groups  are  reeognized  as  sueh.  I  drew  upon 
Augsburger’s  speetrum  of  eultural  openness  to  provide  a  frame  of  referenee  for 
examining  one’s  own  eomfort  level  with  diversity.'^  I  also  ineluded  some  simple 
guidelines  for  working  with  patients  and  families  from  different  eultures  and  religious 
baekgrounds. 


Use  of  CPE  Process 

Long  before  the  students  began  their  teaehing  staff  on  their  assigned  patient  eare 
units,  they  had  to  learn  the  things  that  they  were  going  to  teaeh.  Beeause  the  teaehing 
modules  ineorporated  some  basie  pastoral  skills,  I  was  able  to  use  parts  of  the  CPE 
eurrieulum  to  equip  the  students  with  the  required  skills.  The  needs  of  the  demonstration 
projeet  fit  in  well  with  the  learning  needs  of  the  CPE  students.  Beeause  they  were  all 
adult  learners,  I  wanted  to  make  use  of  their  own  experienee  and  responses  to  the  eourse 
eontent  through  eneouraging  self-refieetion  and  diseussion. 

Before  students  eould  teaeh  staff  to  eneounter  the  soul  of  the  patient,  they  first 
had  to  eneounter  their  own  souls.  I  used  several  CPE  teaehing  aetivities  to  help  the 
students  in  that  area.  When  the  CPE  unit  started,  I  invited  them  to  share  the  spiritual 
journey  that  brought  them  to  the  eurrent  plaee  and  time  using  a  ereative  medium.  By 
eneouraging  them  to  aeeess  their  story  through  eollage,  song,  or  painting,  I  ereated  a  non¬ 
threatening  way  for  them  to  aeeess  their  soul  and  share  with  others  on  their  own  terms.  I 
also  assigned  the  Jaekson  text  as  a  way  to  stimulate  self-observation  so  that  they  eould 
diseover  ways  in  whieh  they  were  open  to  the  souls  of  patients  and  ways  in  whieh  they 


Augsburger,  26. 
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were  elosed.  Diseussion  of  the  book  and  reviewing  verbatim  aeeounts  through  the  text 
provided  a  frame  of  referenee  for  reeognizing  their  progress  with  soul  listening  and 
spiritual  presenee.  I  also  modeled  soul  listening  for  them  during  our  individual 
supervisory  sessions. 

A  large  part  of  the  CPE  proeess  is  the  use  of  the  eommunity  as  a  souree  of 
learning.  Within  the  group,  students  direetly  eneounter  diversity  and  their  degree  of 
toleranee  for  differenee.  As  they  navigated  the  eultural,  raeial,  religious,  and  personality 
type  differenees  among  themselves  and  within  the  Spiritual  Care  department,  they 
diseovered  hidden  biases  and  assumptions  that  bloeked  them  from  authentie  eommunity. 
“In  diseussions,  students  ean  serve  as  eritieal  mirrors  for  eaeh  other,  refleeting  the 
assumptions  they  see  in  eaeh  other’s  positions.”'^  Their  growing  ability  to  eommunieate 
effeetively  and  trust  one  another  made  it  easier  for  them  to  engage  in  relationships  with 
patients  and  staff  who  were  different  from  them.  In  addition  to  their  personal 
experienees,  I  seheduled  several  speakers  to  address  areas  of  diversity  and  I  led  a  few 
sessions. I  also  led  the  group  diseussions  during  verbatim  sessions  and  interpersonal 
relationship  seminars  where  students  were  able  to  experiment  with  different 
eommunieation  styles. 

The  assigned  reading  and  speakers  taught  the  students  the  skills  that  they  would 
need  in  their  ministry  and  for  their  teaehing  experienee.  CPE  draws  upon  an  edueational 
model  where  students  immediately  apply  what  they  learn  in  their  ministry  and  then 


Stephen  D.  Brookfield  and  Stephen  Preskill,  Discussion  as  a  Way  of  Teaching:  Tools  and 
Techniques  for  Democratic  Classroom  (San  Francisco:  Jossey-Bass,  2005),  25. 

See  Orientation  Schedule  and  Fall  Unit  Schedule,  Appendix  C. 
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reflect  on  the  outcome  so  that  the  learning  is  quickly  into  the  student’s  ministry.  Within  a 
few  days  of  arriving  on  campus,  students  were  initiating  pastoral  visits,  making  spiritual 
assessments,  making  spiritual  interventions,  and  encountering  a  wide  diversity  of 
patients.  They  performed  their  ministry  with  increasing  skills  in  active  listening, 
assessing,  and  addressing  spiritual  needs. 

Before  the  students  taught  the  modules  on  their  designated  units,  I  walked  them 
through  each  module.  With  the  first  module,  I  demonstrated  how  to  set  up  the 
laptop/projector  combination.  I  then  showed  the  PowerPoint  presentation  and  facilitated 
discussion  around  content  and  presentation.  Each  segment  of  the  Soul  of  Healing  series 
was  shown  separately.  Once  all  modules  had  been  viewed  and  discussed,  I  incorporated 
the  changes  recommended  by  the  students  and  made  CD  with  the  modules  and  other 
pertinent  information  required  to  set  up  and  teach  the  sessions.  I  asked  each  student 
individually  if  they  needed  any  additional  support  or  information  in  order  teach  the 
presentations,  but  they  all  indicated  that  they  had  all  of  the  information  and  support  that 
they  needed. 

During  the  six  weeks  of  the  Soul  of  Healing  project,  the  students  kept  a  record  of 
their  interdisciplinary  interactions  with  staff  on  the  unit  where  they  offered  the  training 
by  responding  to  six  questions. Three  questions  asked  for  the  number  of  staff  referrals, 
staff  visits,  and  staff  consults  they  had  on  the  designated  unit.  Each  of  these  measures 
were  part  of  the  student’s  daily  records,  they  had  easy  access  to  these  statistics.  Two 
questions  asked  the  students  to  assess  their  level  of  comfort  with  staff  and  with  their 
interdisciplinary  role  on  the  unit.  One  question  asked  about  the  student  perception  of 


See  Appendix  D. 
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staff  awareness  of  the  role  of  the  spiritual  eare  on  the  unit.  I  eolleeted  these  surveys  at 
the  end  of  the  projeet. 

As  part  of  the  training  modules,  the  students  gave  the  staff  who  partieipated  in  the 
sessions  a  brief  evaluation  form  to  diseover  if  the  information  had  been  useful  to  the  staff. 
Eaeh  student’s  surveys  were  grouped  together  with  staff  evaluations  of  the  projeet  so  that 
I  eould  eorrelate  student  and  staff  ehanges  together. 
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CHAPTER  VI:  THEOLOGICAL  THESES 


I  approached  this  demonstration  projeet  as  a  hospital  ehaplain  and  Assoeiation  for 
Clinieal  Pastoral  Edueation  (ACPE)  Supervisor  immersed  in  a  world  far  removed  from 
aeademia.  My  understanding  of  the  world  was  eolored  by  daily  exposure  to  human 
weakness  as  seen  in  devastating  physieal  illness  and  serious  injury  inflieted  through 
earelessness,  greed,  or  eruelty.  It  is  a  harsh  world  that  values  preserving  physieal  life  and 
whieh  only  addresses  the  soul  as  it  might  serve  the  needs  of  the  physieal  body.  In  a  small 
eomer  of  a  large,  inner-eity  hospital,  I  met  several  times  a  week  with  Clinieal  Pastoral 
Edueation  (CPE)  students  to  seek  ways  to  learn  from  our  front  line  experienees  as 
spiritual  earegivers  and  soul-listeners.  We  met  at  the  interfaee  between  life  and  death  to 
explore  how  God  might  fit  into  that  pieture.  We  also  sought  to  diseover  how  best  to  eare 
for  those  souls  whose  broken  bodies  were  in  the  hospital  for  healing.  Several  theologieal 
issues  eried  out  for  further  exploration,  with  most  of  them  revolving  around  the  value  of 
the  human  soul  and  the  importanee  of  the  work  of  our  small  eommunity  of  ehaplains  and 
CPE  students  who  sought  to  advoeate  for  the  eare  of  the  souls  and  spirits  of  patients,  staff 
members,  and  ourselves. 

Considering  Matthew  16:24-26  from  the  Perspective  of  Hospital  Ministry 

Jesus  said  to  his  diseiples: 

If  any  want  to  beeome  my  followers,  let  them  deny  themselves  and  take  up  their 
eross  and  follow  me.  For  those  who  want  to  save  their  \|/uxriv  will  lose  it,  and 
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those  who  lose  their  xi/uxtiv  for  my  sake  will  find  it.  What  will  it  profit  them  if 
they  gain  the  whole  world  but  forfeit  their  xi/uyTiv?  Or  what  will  they  give  in  return 
for  their  xi/uyTiv? 

As  used  in  this  passage,  the  Greek  term  y/uxri  refers  to  “the  seat  and  eenter  of  the 
inner  human  life  in  its  many  varied  aspeets”^^  and  “as  the  seat  and  center  of  life  that 
transcends  the  earthly. In  other  words,  xj/uxTi  refers  to  the  soul  itself,  as  well  as  to  that 
deep  inner  life  that  endures  after  we  die.  From  early  in  the  history  of  Christian  theology, 
the  soul  has  been  understood  as  one  of  the  three  aspects  of  human  existence  (body  and 
spirit  being  the  other  two).^"^  In  traditional  evangelical  circles,  this  passage  has  been  used 
to  call  people  to  accept  Jesus  into  their  heart  and  be  “saved.”  By  accepting  Jesus,  people 
will  not  “lose  their  soul.”  Other  theologians  have  asserted  Jesus  was  advocating  the 
priority  of  the  soul  over  the  body;  and  some  have  even  interpreted  this  passage  to  support 
the  argument  that  views  the  human  body  as  worthless. 

From  my  perspective,  the  gospel  writer  gives  us  Jesus’  admonition  about 
following  after  transitory  things  at  the  expense  of  the  soul  as  a  way  to  affirm  the 
importance  of  the  inner  life  rather  than  as  a  condemnation  of  the  physical  body.  Jesus 
seemed  to  place  ultimate  value  on  the  soul,  and  he  indicated  that  those  who  neglected 
their  own  soul  did  so  at  their  peril.  We  must  choose  whether  to  cultivate  the  inner  life  of 
our  soul  or  pursue  the  preservation  of  our  physical  existence  to  the  detriment  of  our  inner 
spiritual  life.  The  way  of  life  that  Jesus  proposed  is  one  that  honors  the  life  of  the  soul 


Fredrick  William  Danker,  ed.,  A  Greek-EngUsh  Lexicon  of  the  New  Testament  and  other  Early 
Christian  Literature,  rev  3d  ed.  (Chicago:  The  University  of  Chicago  Press,  2000),  1099. 

Ibid. 

Serene  Jones  and  Paul  Lakeland,  eds..  Constructive  Theology,  A  Contemporary  Approach  to 
Classical  Themes  ^Minneapolis,  Minn.:  Fortress  Press,  2005),  86. 
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and  condemns  an  exclusive  focus  upon  temporal  existence.  Rattier  than  denigrating  the 
body,  Matthew  16:24-26  eneourages  me  to  honor  the  needs  of  my  soul  by  taking  the  time 
to  eare  for  it. 

Jesus  warned  his  diseiples  not  to  follow  him  if  they  wanted  to  eling  to  their 
temporal  existenee,  and  to  follow  him  only  if  they  realized  the  eternal  value  of  their  soul. 
Perhaps  beeause  I  have  served  a  physieally  oriented  healing  eommunity  for  so  long, 
Jesus’  questions  have  taken  on  far  greater  personal  signifieanee  than  I  eould  ever  have 
imagined  otherwise. 

Throughout  this  demonstration  projeet,  my  students  and  I  struggled  to  advoeate 
for  the  souls  of  patients  and  staff  and  to  preserve  our  own  souls  in  the  midst  of  a  setting 
whieh  tends  either  to  deny  the  soul  altogether  or  to  pay  only  lip  serviee  to  its  value. 

Many  patients  eneounter  their  own  souls  for  the  first  time  when  their  life  is  threatened  by 
serious  illness  or  aeeident.  When  visiting  hours  are  over,  the  physieians  and  the  nurses 
have  eompleted  their  tasks,  and  patients  are  alone  and  awake  in  the  middle  of  the  night, 
many  diseover  that  they  have  negleeted  their  soul.  Some  want  to  find  a  way  to  tend  to 
their  intangible  selves  and  look  to  spiritual  earegivers  to  help  them  find  a  way  to 
reintegrate  their  souls  baek  into  their  lives.  Others  seek  forgiveness  and  need  assuranee 
that  God  still  loves  and  aeeepts  them.  Some  are  motivated  to  reeoneile  with  those  they 
have  wronged  or  with  those  who  have  wronged  them.  Others  respond  by  retrenehing 
themselves  in  denial. 

Life  tends  to  take  on  a  different  meaning  after  one  has  witnessed  the  harsh  reality 
of  death  for  the  first  time.  My  CPE  students  and  I  offered  ministry  in  the  shadow  of 
death  every  day.  We  developed  a  deep  appreeiation  for  the  fleeting  and  uneertain  reality 
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of  life.  From  this  vantage  point,  we  advoeated  for  the  needs  of  the  soul  and  for  the  eare 
of  the  soul  as  the  one  aspeet  of  our  humanity  that  survives  death.  The  purpose  of  my 
demonstration  projeet  was  for  it  to  serve  the  eause  of  soul-advoeaey.  Every  day  God 
ealled  us  not  only  to  remember  the  importanee  of  the  soul  but  also  to  remind  our  hospital 
eommunity  that  nothing  ean  be  given  in  return  for  it. 

The  Physical  Consequences  of  Neglecting  the  Soul 

The  questions  Jesus  posed  are  relevant  to  our  soeiety  today.  Everywhere  we  look, 
it  seems  we  have  indeed  forfeited  our  soul  in  exehange  for  a  frantie  paee  of  life  that 
inereasingly  is  threatening  to  destroy  our  very  existenee.  In  the  hospital  setting,  the  foeal 
point  is  neeessarily  upon  saving  the  life  of  the  patient;  but  most  often,  that  means  saving 
only  the  biologieal  life  of  the  person  who  is  in  their  eare.  Modem  seienee  has  beeome 
adept  at  saving  and  preserving  our  biologieal  life.  If  our  Gospel  passage  refers  to 
biologieal  life  alone,  then  eontemporary  healtheare  is  doing  a  good  job.  If  we  understand 
it  to  mean  our  soul  as  well  as  our  physieal  existenee,  then  eontemporary  healtheare  is 
doing  a  poor  job.  “Contemporary  medieine  still  stands  justly  aeeused  of  having  failed  to 
address  itself  to  the  needs  of  whole  human  persons,  and  of  preferring  to  limit  its  attention 
to  the  finitude  of  human  bodies”^^ 

In  the  United  States,  many  impersonal  faetors  are  eonspiring  against  the  human 
soul  today.  We  live  in  a  pervasive  atmosphere  of  materialism  in  whieh  the  need  to 
produee  and  eonsume  exerts  an  exeessive  influenee  upon  our  existenee.  The  tyranny  of 
produetivity  inereasingly  puts  a  strain  on  the  human  eapaeity  to  multitask,  resulting  in 
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stress-related  illness  and  ehronie  sleep  deprivation.  The  soeial  status  and  worth  of  a 

human  being  is  direetly  related  to  his  or  her  eapaeity  to  work  eompetitively,  be 

produetive,  and  eontribute  to  the  finaneial  wellbeing  of  the  eompanies  for  whieh  they 

labor.  Top  exeeutives  of  many  eompanies  pay  lip  serviee  to  being  eoneerned  for  the 

women  and  men  who  help  them  beeome  sueeessful,  but  then  are  quiek  to  eliminate  jobs 

and  inerease  the  workload  of  their  remaining  employees.  In  healtheare,  the  foeus  remains 

almost  exelusively  upon  those  eutting-edge  teehnologieal,  surgieal,  and  diagnostie 

proeedures  that  have  the  greatest  potential  to  eure  physieal  illnesses  but  also  tend  to 

ignore  the  human  beings  upon  whom  those  proeedures  are  performed.  All  of  these 

impersonal  faetors  are  signifieant  eontributors  to  stress  and  adversely  affeet  health. 

As  many  as  half  the  premature  deaths  in  the  United  States  may  be  due  to  unhealthy 
behaviors  or  lifestyles. . .  .of  the  ten  leading  eauses  of  premature  death,  at  least  seven 
eould  be  substantially  redueed  if  Amerieans  altered  their  bad  habits.  These  inelude 
poor  diet,  smoking,  laek  of  exereise,  aleohol  abuse,  and  unhealthy  responses  to 
tension  and  stress  (italies  mine).^'’ 

Jesus  rightly  ealls  us  to  beeome  aware  of  the  peril  of  gaining  the  whole  world 
while  negleeting  our  own  soul.  Fortunately,  he  also  offers  us  a  way  to  transeend  our  self- 
destruetive  responses  and  behaviors. 

The  Role  of  Community  in  Healing 

Parker  Palmer  has  written  a  book  to  help  his  readers  diseover  the  importanee  of 
the  soul  and  develop  praetiees  to  nurture  and  support  their  own  soul.  He  understands  that 
mueh  of  the  hollowness  people  in  eontemporary  soeiety  experienee  is  in  response  to  a 
laek  of  support  for  and  nurture  of  the  soul.  “We  live  in  a  eulture  that  diseourages  us  from 
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paying  attention  to  the  soul  or  true  self  -  and  when  we  fail  to  pay  attention,  we  end  up 
living  soulless  lives. Palmer  believes  it  is  essential  to  transeend  our  eultural  norms  and 
diseover  ways  to  eare  for  the  soul.  He  advoeates  for  regularly  taking  time  to  listen  for 
and  hear  from  our  own  soul.  He  also  advoeates  for  the  establishment  of  an  intentional 
eommunity  as  the  best  environment  for  honoring  and  nurturing  our  soul  and  eneouraging 
it  to  speak  the  truth  to  us. 

CPE  has  the  potential  to  beeome  just  sueh  an  intentional  eommunity  where  the 
souls  of  students  and  supervisors  may  be  both  restored  and  renewed.  Every  morning  in 
the  elassroom,  the  CPE  eommunity  gathered  to  pray  and  to  debrief  the  previous  night’s 
events.  I  remember  one  of  my  students  talking  about  a  terrible  on-eall  the  night  before. 
Two  gangs  had  engaged  in  warfare  and  five  young  people  had  been  brought  into  the 
trauma  room  with  gunshot  wounds.  This  student’s  most  troubling  event  was  a  young 
woman  who  had  been  inadvertently  shot  in  the  head  while  driving  through  the  warring 
neighborhood.  His  soul  was  deeply  wounded  by  sueh  senseless  violenee  and  by  this 
innoeent  young  woman’s  life,  whieh  had  been  so  randomly  out  short.  Our  CPE  group 
beoame  a  saored  spaoe  for  him  as  he  shared  his  pain  and  oonfusion  about  where  God  was 
in  this  tragedy.  He  also  questioned  why  he  had  to  witness  the  oarnage  of  sueh  senseless 
gang  violenee.  Though  we  had  no  answers  for  him,  in  respeotful  silenoe  we  heard  and 
honored  his  painful  story.  When  the  student  had  finished,  we  lifted  him  up  in  silent 
prayer  and  then  again  in  verbal  prayer.  Within  our  eommunity  of  soul-listeners  he 
disoovered  a  saored  plaoe  where  he  oould  oome  to  some  measure  of  peaoe  through  having 
his  unanswerable  questions  both  heard  and  honored. 

Palmer,  A  Hidden  Wholeness,  34-35. 
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Through  this  demonstration  project,  I  wanted  to  form  a  community  where  the 
souls  of  my  CPE  students  would  be  both  honored  and  supported.  We  regularly  met  and 
prayed  together  and  shared  the  lessons  we  were  learning  through  patients  and  staff 
members  and  each  other,  and  we  created  a  sacred  space  where  we  could  discover  how  it 
was  going  with  each  other.  As  we  created  the  space  to  hear  one  another,  we  became  the 
kind  of  intentional  community  that  could  both  remember  and  reclaim  souls.  The  students 
gained  enough  strength  from  these  encounters  to  enter  the  nursing  units,  where  chaos  and 
stress  reign  every  day,  and  calmly  attempt  to  advocate  and  care  for  the  soul. 

Care  of  the  Soul  in  the  Midst  of  Diversity 

In  the  hospital  environment  we  tend  to  discover  what  is  real  about  God  and  faith 
and  the  soul,  and  what  are  little  more  than  plausible  ideas  about  God.  Many  of  my 
conventional  religious  ideas  disintegrated  within  that  crucible  of  unrelenting  human 
suffering.  As  I  worked  with  people  of  different  faiths,  I  discovered  many  of  them 
possessed  vital  spiritual  lives  and  souls  that  were  more  highly  developed  than  many  of 
the  Christians  I  had  ever  known.  For  me,  ministry  within  the  hospital  environment 
represented  both  a  call  and  a  challenge  to  expand  my  understanding  and  cultivate  a  more 
inclusive  hermeneutic  of  God. 

Soares-Prabhu  addresses  this  need  for  a  broader  spiritual  perspective.  He 
encourages  all  thoughtful  spiritual  pilgrims  to  recognize  “all  reality  as  an  interconnected, 
interrelated,  and  interdependent  whole. He  offers  a  hermeneutic  that  invites  all 

George  M.  Soares-Prabhu,  “Laughing  at  Idols:  The  Dark  Side  of  Biblical  Monotheism  (an  Indian 
Reading  of  Isaiah  44:9-20),”  from  Reading  from  This  Place,  vol.  2,  Social  Location  and  Biblical 
Interpretation  in  Global  Perspective,  Fernando  Segovia  and  Mary  Ann  Tolbert,  eds.  (Minneapolis,  Minn.: 
Fortress  Press,  1995),  112. 
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Christians  to  strive  for  a  higher  level  of  inelusivity:  “God’s  eoneern  eannot  be 
monopolized  by  a  single  people  but  must  reaeh  out  to  all.  God’s  all-pervasive  presenee 
eannot  be  restrieted  to  any  one  temple  or  to  any  one  ‘holy’  land  but  must  eneompass  the 
world.”^^  CPE  is  praetieed  within  a  multi-faith  and  multi-eultural  setting  that  requires 
spiritual  eare  to  be  offered  from  a  perspeetive  of  greater  inelusivity.  We  are  all  ehildren 
of  God  and  we  are  all  endowed  with  a  soul;  and,  therefore,  all  authentie  efforts  to  know, 
love,  and  serve  God  must  be  embraeed  as  having  validity.  Aslan,  the  Christ  figure  in 
Lewis’  The  Last  Battle,  said: 

“If  any  (one)  swear  by  Tash  and  keep  (the)  oath  for  the  oath’s  sake,  it  is  by  me  that 
(one)  has  truly  sworn,  though  (s/he)  knew  it  not,  and  it  is  I  who  reward  (that  one). 
And  if  any  (one)  do  a  eruelty  in  my  name,  then  though  (s/he)  says  the  name  Aslan, 
it  is  Tash  whom  (s/he)  serves  and  by  Tash  (the)  deed  is  aeeepted.”^” 

For  this  Christian  author,  serviee  to  God  is  serviee  to  God,  even  if  that  serviee  is 
manifested  under  a  false  understanding  of  God.  It  is  the  intent  and  the  aetion  that 
indieate  whether  our  worship,  seriptures,  values  and  way  of  life  originate  in  the  soul,  and 
whether  or  not  the  One  True  God  is  being  truly  served.  I  believe  the  God  who  is  the  True 
Creator  and  the  True  First  Souree,  eannot  be  the  sole  property  of  any  exelusive 
community  of  worshippers. 

Soares-Prabhu  also  says,  “For  the  Indian  reader,  what  lends  a  touch  of  irony  to 
this  anti-idol  polemic  of  the  Bible  is  the  perception  that  what  makes  the  biblical  authors 
so  prone  to  see  and  condemn  idolatry  in  others  is  the  element  of  idolatry  in  their  own 


Soares-Prabhu,  126. 
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religion.”^'  Psychology  teaches  us  about  the  shadow  side  of  human  nature  and  the 
tendeney  to  see  and  hate  in  others  those  very  traits  that  are  most  aetive  in  and  most 
hidden  from  one’s  own  self  Here  Soares-Prabhu  is  ehallenging  the  proprietary  elaim  that 
many  Christian  denominations  plaee  on  God  and  Truth.  In  order  to  honor  all  living  souls, 
therefore,  we  must  be  aware  of  the  all-too-human  tendeney  toward  idolatry  within  our 
own  hearts  and  be  willing  to  saerifiee  our  own  idols  before  we  may  ever  hope  to  diseover 
the  One  True  Living  God. 

Within  any  urban  hospital  setting,  CPE  students  engage  in  dialogue  with  many 
different  religious  traditions.  Eneounters  with  individuals  who  eome  from  different  belief 
settings  often  prove  threatening  to  many  students.  In  order  to  offer  effeetive  ministry, 
they  must  find  a  way  to  enter  into  the  saered  spaee  of  those  who  do  not  share  their  view 
of  God.  Many  students  are  tempted  to  transport  others  into  their  own  spiritual  reality,  but 
attempts  to  do  this  often  result  in  a  violation  of  the  soul  of  those  others.  Their  ehallenge 
is  to  allow  the  other  to  speak  from  their  own  soul  and  diseover  those  plaees  of  spiritual 
eonneetion  and  eommunity.  The  possibility  always  exists  for  sueh  eneounters  to  ehange 
forever  a  CPE  student’s  understanding  of  God. 

My  own  soul  erisis  eame  about  through  eneounters  with  other  belief  systems. 

They  threatened  my  ground  of  theologieal  understanding.  I  often  wondered  if  my  faith 
would  remain  strong  enough  to  sustain  the  impaet  of  sueh  unsettling  spiritual  eneounters. 
Ultimately,  my  original  eoneepts  about  God  had  to  undergo  a  radieal  transformation.  In 
order  for  my  soul  to  survive,  I  had  to  make  a  real  leap  of  faith.  If  I  allowed  my 
presuppositions  about  God  to  die,  would  I  ever  regain  my  soul  -  or  would  it  remain  lost 
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to  me  forever?  I  thank  God  that  I  ean  wholeheartedly  affirm  the  Truth  of  Jesus’  words. 

By  allowing  my  smaller  soul  to  die,  I  gained  a  larger  soul  that  eontinues  to  thrive  within 
the  broader  eontext  of  the  world.  I  gained  this  larger  soul  through  realizing  my  images  of 
God  were  symbols  for  a  greater  Truth  than  ean  ever  be  adequately  expressed  in  mere 
human  language  or  grasped  through  mere  human  imagery.  I  tried  to  walk  with  every  one 
of  my  CPE  students  as  they  walked  the  path  where  their  embedded  theologieal  beliefs 
were  ehallenged  through  eneountering  the  souls  of  others  within  the  mysterious  depths  of 
their  own  soul. 

As  one  attempts  to  interpret  the  Bible  from  within  the  eontext  of  an  urban 
hospital,  many  faetors  ean  shape  one’s  hermeneutie.  Daily  exposure  to  birth,  death, 
violenee,  disease,  and  all  manner  of  human  suffering  demands  an  interpretation  of 
seripture  that  holds  true  in  real  life.  Using  Matthew  16:24-26  as  our  foundational 
theologieal  text,  we  explored  the  relevanee  of  this  seripture  within  the  hospital  setting. 

The  life  of  the  soul  both  deserves  and  demands  our  undivided  attention.  Aeeumulation  of 
stress  depletes  the  soul  and  eauses  physieal  and  emotional  distress.  Stress  may  be 
alleviated  by  earing  for  the  soul  through  intentional  spiritual  praetiees  and  diseiplines. 

The  soul  may  be  both  heard  and  nurtured  through  partieipation  in  an  intentional  spiritual 
eommunity  that  ereates  and  upholds  a  saered  spaee  for  the  soul. 

What  ean  one  give  in  exehange  for  one’s  own  soul?  I  believe  nothing  is  more 
preeious  in  life  than  the  soul.  The  soul,  however,  requires  eonstant  our  eare  and  nurture 
if  we  want  to  withstand  the  overwhelming  pressures  and  eorrosive  forees  of  modem 
seeular  life.  I  believe  when  we  make  the  time  to  eare  for  our  own  soul,  then  it  shall 
sustain  us  through  the  worst  hardships  this  life  has  to  offer. 
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CHAPTER  VII:  BIBLICAL  BASIS 


In  order  to  look  at  faith  and  its  relationship  to  healing,  it  is  important  to  see  what 
the  biblieal  aeeounts  of  healing  have  to  teaeh  us.  Lrom  the  healing  ministry  of  Jesus,  we 
get  a  elear  pieture  of  integral  healing  whieh  involves  all  aspeets  of  a  person.  An 
examination  of  a  few  of  the  healing  stories  in  the  gospels  will  give  us  a  perspeetive  on 
several  ways  in  whieh  Jesus  healed. 

The  seriptures  often  eorrelate  illness  with  broken  relationships,  with  God  or  with 

others.  Jesus  sometimes  extended  forgiveness  as  part  of  the  overall  healing  proeess: 

Just  then  some  people  were  earrying  a  paralyzed  man  lying  on  a  bed.  When  Jesus 
saw  their  faith,  he  said  to  the  paralytie,  “Take  heart,  son,  your  sins  are  forgiven.” 
Then  some  of  the  seribes  said  to  themselves,  “This  man  is  blaspheming.”  But 
Jesus,  pereeiving  their  thoughts  said,  “Why  do  you  think  evil  in  your  hearts?  Lor 
whieh  is  easier  to  say,  ‘Your  sins  are  forgiven?’  or  to  say,  ‘Stand  up  and  walk’? 
But  so  that  you  may  know  that  the  Son  of  Man  has  authority  on  earth  to  forgive 
sins”  -  he  then  said  to  the  paralytie  -  “Stand  up,  take  your  bed  and  go  home.”  And 
he  stood  up  and  went  home.  (Matthew  9:2-7) 

Like  some  of  the  Jewish  people  in  this  passage,  many  mainline  Christians  feel 
uneomfortable  with  Jesus  eonneeting  healing  in  relationship  to  the  forgiveness  of  sin, 
partly  beeause  we  do  not  foeus  on  sin  mueh  anymore  and  partly  beeause  Divine 
punishment  by  illness  is  at  odds  with  our  eontemporary  understanding  of  God’s  love. 
While  I  do  appreeiate  our  movement  away  from  a  perspeetive  that  interprets  illness  as 
being  God’s  punishment  for  sin,  I  also  believe  some  illnesses  are  the  result  of  lifestyle 
ehoiees  people  make.  Researeh  reveals  as  mueh  as  half  of  all  disease  is  a  direet  result  of 


lifestyle  ehoiees.^^  Some  patients  interpret  illness  as  punishment;  but  many,  when  they 
are  being  very  honest  with  themselves,  admit  their  physieal  problems  are  the 
eonsequenees  of  their  own  behavior.  I  am  speeifioally  thinking  of  gang  members  who 
eome  into  the  hospital  as  a  result  of  gang  violenee,  and  people  who  have  long-abused 
their  bodies  with  addietive  substanees.  In  these  and  many  other  eases,  the  person  will  not 
be  healed  -  even  though  the  physieal  damage  may  be  sueeessfully  treated.  Unless  those 
patients’  souls  are  addressed,  they  will  end  up  baek  in  the  unhealthy  situation.  As 
patients  with  injured  souls  eonfront  themselves  and  seek  reeoneiliation  and  restoration, 
they  ean  find  healing  for  their  whole  being  and  experienee  the  release  from  guilt  that 
forgiveness  brings.  Forgiveness  brings  about  healing  from  broken  relationships  that  ean 
foster  the  aetual  physieal  reeovery.  “Healing  relationships,  emotional  pain,  and  the  sense 
of  isolation  that  is  at  the  root  of  mueh  human  disease  is  a  neeessary  step  in  helping  the 
healing  system  perform  most  effieiently.”^^ 

Hospitalized  people  often  believe  they  are  ill  beeause  of  sin  eommitted  in  the  past. 
Some  fear  their  illness  is  due  to  moral  failure  rather  than  their  healthy  lifestyle  ehoiees. 
The  ehaplain  ean  sometimes  help  set  a  siek  person  free  by  simply  aeknowledging  the 
person’s  fear  that  God  is  punishing  them.  Chaplains  ean  faeilitate  proeesses  of  life 
review  and  self-examination  to  help  patients  seek  forgiveness  or  explore  areas  where  they 
need  to  make  amends  in  order  to  allow  healing  to  take  plaee.  In  these  situations, 
ehaplains  ean  faeilitate  the  healing  proeess  and  ean  eneourage  the  patient  to  make 
important  lifestyle  ehanges. 


Benson,  12. 
Weil,  161. 
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Many  times,  however,  the  disease  proeess  is  rooted  in  purely  physiologieal 

eauses.  Our  bodies  are  suseeptible  to  a  wide  variety  of  baeteria,  viruses,  and  genetie 

malfunetions.  We  are  vulnerable  to  many  diseases  that  have  no  relationship  to  personal 

moral  failure  or  lifestyle  ehoiees.  Under  these  eireumstanees,  the  ehaplain  ean  offer 

prayer  and  be  an  empathetie,  supportive  presenee. 

As  he  walked  along,  he  saw  a  man  blind  from  birth.  His  diseiples  asked  him, 
“Rabbi,  who  sinned,  this  man  or  his  parents,  that  he  was  born  blind?”  Jesus 
answered,  “Neither  this  man  nor  his  parents  sinned;  he  was  bom  blind  so  that 
God’s  works  might  be  revealed  in  him  (John  9:1-3). 

From  this  passage,  we  see  Jesus  elearly  understood  there  was  not  a  direet 
eorrelation  between  the  disease  proeess  and  sin.  He  introdueed  a  new  paradigm: 
afflietions  sometimes  happen  as  opportunities  for  us  to  see  and  experienee  God’s  desire 
to  restore  us  and  bring  about  our  healing.  The  ministry  of  Jesus  demonstrated  sueh 
healing  is  available  for  all  manner  of  illnesses,  for  men  and  women  alike,  and  for  ehildren 
as  well  as  adults.  Contrary  to  the  Hebrew  Seriptures,  where  the  major  emphasis  is  upon 
isolating  from  the  soeial  and  religious  eommunity  those  people  who  beeome  siek  and 
persist  in  their  uneleanliness,  Jesus  emphasizes  God’s  desire  to  restore,  through 
eompassionate  aets  of  holistie  healing,  all  who  have  been  summarily  judged  and 
eondemned  and  east  out  of  soeiety. 

In  the  hospital  setting,  ehaplains  ean  assist  patients  through  understanding  how 
eonditions  of  illness  and  health  are  eomplex  responses  from  our  existenee  as  biologieal, 
psyehologieal,  soeial,  and  spiritual  human  organisms.  Dismption  within  any  one  of  these 
human  realities  affeets  the  wellbeing  of  all  the  others.  “But  illness  dismpts  more  than 
relationships  inside  the  human  organism.  It  dismpts  families,  and  workplaees.  It  shatters 
preexisting  patterns  of  eoping.  It  raises  questions  about  one’s  relationship  with  the 


45 


transcendent.”^"^  As  we  better  understand  the  profound  interaetions  between  our  aspeets 
of  wellness,  we  better  understand  the  eontributions  to  healing  spiritual  eare  provides  by 
faeilitating  the  renewal  and  restoration  of  the  emotional  and  spiritual  wellbeing  of  the 
patient.  In  other  words,  spiritual  eare  providers  are  better  understood  as  being  aetive 
agents  of  healing. 

Sometimes,  in  order  to  beeome  the  aetive  agents  of  healing  that  God  calls  us  to 

be,  we  must  first  eonfront  those  struetures  and  institutions  that  are  standing  in  the  way  of 

holistie  healing.  Chaplains  in  the  United  States  are  ealled  to  minister  within  a  soeiety  that 

tends  to  deny  the  existenee  of  the  soul,  and  we  are  ealled  to  work  within  healtheare 

systems  that  rarely  reeognize  the  need  to  eare  for  the  soul. 

Jesus  left  that  plaee  and  entered  their  synagogue;  a  man  was  there  with  a  withered 
hand,  and  they  asked  him,  “Is  it  lawful  to  eure  on  the  Sabbath?”  so  that  they  might 
aeeuse  him.  He  said  to  them,  “Suppose  one  of  you  has  only  one  sheep  and  it  falls 
into  a  pit  on  the  Sabbath;  will  you  not  lay  hold  of  it  and  lift  it  out?  How  mueh 
more  valuable  is  a  human  being  than  a  sheep!  So  it  is  lawful  to  do  good  on  the 
Sabbath.”  Then  he  said  to  the  man,  “Streteh  out  your  hand.”  He  stretched  it  out, 
and  it  was  restored,  as  sound  as  the  other.  But  the  Pharisees  went  out  and 
eonspired  against  him,  how  to  destroy  him  (Matthew  12:9-14). 

In  many  instanees,  Jesus’  healing  aetivities  were  a  direet  ehallenge  to  the  Hebrew 
system  of  belief  He  eonfronted  the  ways  in  whieh  Hebrew  Law  was  being  used  to 
punish  the  ill,  and  he  eondemned  those  religious  leaders  who  looked  to  that  Law  as  a 
means  to  justify  their  laek  of  eompassion  for  the  suffering  of  the  afflieted.  Jesus 
established  a  new  understanding  of  illness,  both  from  a  physieal  and  from  a  spiritual 
perspeetive.  He  established  a  new  preeedent  that  defined  the  Christian  Chureh  and  our 
Christian  attitude  toward  those  who  beeome  siek.  We  too  are  ealled  to  show  eompassion 
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for  the  sick  and  afflicted  and  do  whatever  we  can  to  help  restore  them  to  physical, 
emotional,  spiritual,  and  communal  wholeness. 

Chaplains  can  affirm  Jesus’  direct  challenge  to  the  barriers  to  compassionate 
healing  through  actively  incarnating  his  loving  care  for  the  sick.  Incarnating  such  a 
prophetic  paradigm,  however,  also  requires  that  we  confront  and  challenge  the  status  quo 
whenever  and  wherever  the  medical  community  is  not  recognizing  the  need  to  care  for 
the  soul.  One  of  the  chaplain’s  most  important  roles  is  to  affirm  and  model  the  need  for 
compassion  through  becoming  a  vocal  advocate  for  the  patient.  Chaplains  also  need  to 
remember  to  keep  their  own  hearts  soft  in  order  to  be  that  compassionate  presence  which 
can  foster  an  atmosphere  of  holistic  healing  within  the  hospital  room.  “A  Sacred 
Encounter  occurs  whenever  we  meet  another’s  deep  need  with  a  loving  response.  Our 
responses  may  be  intuitive,  but  love  always  assumes  authentic  expression.”^^ 

Healing  is  a  multi-faceted  reality.  The  role  of  chaplaincy  does  not  address  only 
one  aspect  of  healing:  it  permeates  all  of  our  healing  aspects  with  a  subtle  and  persistent 
reminder  that  we  are  indeed  spiritual  beings,  that  our  bodies  and  souls  are  integrally 
interwoven.  If  one  aspect  of  a  person  becomes  afflicted  with  illness  or  disease,  then  the 
whole  person  becomes  afflicted.  Chaplains  are  not  only  called  to  faithfully  incarnate 
Jesus’  model  of  compassionate  healing,  but  we  are  also  called  to  transform  our  hospitals 
through  calling  and  encouraging  everyone  to  participate  in  compassionate,  integral 
healing. 


Erie  Chapman,  Radical  Loving  Care:  Building  the  Healing  Hospital  in  America  (Nashville, 
Tenn.:  Baptist  Healing  Hospital  Trust,  2003),  58. 
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CHAPTER  VIII;  SPIRITUAL  RESPONSE 


Before  I  began  this  demonstration  projeet,  I  was  primarily  a  spiritual  being.  I 
entered  ministry  beeause  my  highest  value  is  for  the  life  of  the  soul,  for  my  own 
eonneetion  with  God.  After  more  than  twenty  years  of  hospital  ministry,  I  have 
experieneed  first-hand  the  diffieult  ehallenge  of  maintaining  foeus  on  the  soul  while 
trying  to  navigate  the  seientifie  world  that  foeuses  so  intensely  upon  the  physieality  of 
life.  This  demonstration  projeet  foeused  me  even  more  aeutely  upon  the  tension  between 
my  own  spiritual  life  and  the  world’s  frenetie  aetivity  that  would  shift  my  foeus  away 
from  my  soul.  In  my  proposal,  as  a  reminder  to  eare  for  my  soul  during  the  development 
and  implementation  of  the  demonstration  projeet,  I  posed  three  researeh  questions 
regarding  the  spiritual  life. 

Use  of  Spiritual  Practices  to  Address  Stress 

My  personal  spiritual  praetiee  during  the  life  of  this  demonstration  projeet 
ineluded  daily  meditation  and  prayer.  My  meditation  began  with  a  speeifie  time  set  aside 
to  quiet  my  mind  so  that  I  eould  release  any  mental  ehaos  and  reeonneet  with  my  eore  of 
inner  peaee.  I  made  use  of  teehniques  from  eentering  prayer,  breath  meditation,  guided 
imagery,  and  listening  to  musie  designed  to  induee  a  meditative  mental  state.  Sueh 
meditation  praetiees  allowed  me  to  eope  with  living  and  working  in  a  highly  stressful 
urban  environment  while  pursuing  this  Doetor  of  Ministry  degree.  My  prayer  times  are 
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when  I  engage  in  dialogue  with  God  through  my  thoughts,  through  journaling,  or  through 
reading  seripture  or  a  spiritually  mature  text  whieh  inspires  me  to  look  at  life  in  an  ever- 
deeper  way.  Often  I  find  prayer  and  meditation  beeome  interwoven  in  a  kind  of  intrieate 
danee  between  stillness  and  inner  dialogue.  It  eontinues  to  be  my  experienee  that  “there 
is  no  way  to  stay  in  toueh  with  one’s  soul  and  keep  a  balanee  there,  outside  of  regular 
private  prayer.”^^ 

Another  faeet  of  my  personal  spiritual  praetiee  takes  plaee  in  relationships.  As  I 
engage  in  thoughtful  eonversation  with  my  husband,  students,  eolleagues  and  friends,  I 
begin  to  pereeive  answers  to  some  of  my  inner  struggles  and  reeeive  support  and 
eneouragement.  My  husband  is  a  eontinual  souree  of  this  support  and  eneouragement. 
Sometimes  he  reminds  me  to  stop  working  and  go  for  a  walk  or  do  a  yoga  routine.  He 
lets  me  get  in  toueh  with  my  fear  and  anxiety  and  allows  me  to  express  myself  without 
trying  to  give  me  rational  reasons  not  to  feel  that  way  . . .  well,  most  of  the  time  anyway. 

At  the  beginning  of  2007,  my  husband  and  I  were  led  to  ehange  our  worshipping 
eommunity.  We  realized  we  needed  a  more  heart-eentered  pastor  and  ehureh  family  to 
help  us  make  it  through  the  ehallenges  of  the  eoming  year.  We  made  the  right  ehoiee. 

My  eurrent  pastor  would  eome  by  my  offiee  and  offer  both  eneouragement  and  prayers.  I 
eame  to  realize  that  I  eould  not  aeeomplish  this  journey  by  myself.  Within  the  eontext  of 
my  relationships,  I  reeeive  empowerment  to  explore  the  ehallenges  of  my  spiritual  life: 
needing  to  forgive  and  be  forgiven,  eonfronting  the  truth  about  my  own  shadow-self,  and 
risking  rejeetion  by  holding  another  aeeountable  to  their  higher  self.  Developing  my 


Ronald  Rolheiser,  The  Holy  Lonsins;  The  Search  for  a  Christian  Spirituality  (New  York: 
Doubleday,  1999),  218. 
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spiritual  life  within  the  eontexts  of  relationship  and  eommunity  eontinues  to  be  the  best  of 
times  and  the  worst  of  times.  Faithful  eommunity  is  essential  to  the  ongoing  journey  of 
spiritual  growth. 

During  this  projeet,  I  reeeived  support  for  my  spiritual  life  through  a  number  of 
oeeasions  to  rest  and  allow  my  body  and  spirit  to  be  renewed  and  refreshed.  My  husband 
and  I  took  several  weekend  trips  to  a  remote  mountain  eabin  to  remove  ourselves  from 
the  business  and  distraetions  of  work  and  studies.  We  also  eommitted  to  regular  exereise, 
praetieed  yoga  daily,  and  ate  a  balaneed  vegetarian  diet.  Sueh  ongoing  lifestyle 
eommitments  help  me  maintain  a  healthy  body  and  spirit.  My  own  experienee  eonfirms 
Benson’s  eonelusion  that,  during  times  of  inereased  stress,  a  healthy  physieal,  emotional, 
and  spiritual  life  is  essential  to  personal  health. 

The  Spiritual  Life  of  Chaplains  and  Openness  to  Other’s  Spiritual  Needs 

Clinieal  Pastoral  Edueation  affirms  that  our  emotional  and  spiritual  states  of  being 
are  direetly  related  to  the  way  we  engage  patients.  If  we  are  wrestling  with  eertain 
aspeets  of  our  relationship  with  God,  then  we  eannot  be  of  mueh  help  to  someone  with 
similar  struggles  unless  we  aeknowledge  our  own  diffieulties  first.  The  experienees  of 
the  resident  group  who  partieipated  in  my  demonstration  projeet  eonfirmed  they  were 
emotionally  and  spiritually  open  to  patients  to  the  same  degree  that  they  were 
emotionally  and  spiritually  open  to  themselves. 


^’Benson,  33. 
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CPE  students  at  the  hospital  offer  ministry  within  what  might  best  be  termed  a 
war  zone.  In  order  to  address  the  spiritual  needs  of  patients  in  sueh  a  hospital 
environment,  they  must  also  attend  to  their  own  souls.  Throughout  this  projeet,  I 
individually  supervised  eaeh  student  on  a  regular  basis.  I  explored  with  them  the 
ehallenges  they  faee  and  how  well  or  poorly  they  were  attending  to  their  own  spiritual 
life.  It  is,  of  eourse,  the  student’s  own  responsibility  to  maintain  private  spiritual 
praetiees,  but  I  also  played  a  role  in  eneouraging  and  supporting  them  in  this  aspeet  of 
their  existenee. 

A  large  part  of  the  ehaplain  resideney  experienee  involves  engaging  their  souls  in 
relationship  with  eaeh  other.  In  the  group  proeess,  students  reeeive  support  and 
eneouragement  while  they  are  struggling  with  the  seeondary  trauma  of  seeing  broken 
bodies  in  the  trauma  room  or  witnessing  the  eaneer  death  of  a  young  mother.  Peer 
support  and  prayers  are  healing  experienees  that  help  them  reeover  and  be  strengthened 
and  renewed. 

In  addition  to  being  a  plaee  of  support,  the  peer  group  is  where  the  hard  work  of 
spiritual  growth  may  take  plaee.  Students  review  their  ministry  with  patients,  families, 
staff,  and  benefit  from  those  diverse  perspeetives  regarding  their  own  strengths  and  areas 
for  growth.  They  faee  the  ehallenges  of  hearing  truths  they  would  rather  not  hear  and 
speaking  truths  they  would  rather  not  speak.  They  also  have  the  opportunity  to 
strengthen  their  own  souls  through  extending  and  reeeiving  forgiveness.  Through  the 
hard  work  of  spiritual  growth,  they  are  able  to  beeome  more  effeetive  ministers  and 
enlarge  their  souls  so  that  they  are  better  able  to  withstand  the  stresses  of  their  pastoral 
ealling. 
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As  chaplaincy  students  are  sustained,  nurtured,  and  challenged  in  their  own 
spiritual  lives,  they  beeome  better  able  to  assess  the  spiritual  lives  of  patients  and  their 
families.  During  times  of  illness,  patients  and  families  are  frequently  open  to  spiritual 
eare  and  many  aetively  seek  it.  Students  may  assess  their  spiritual  lives  and  assist  in  their 
healing  in  several  ways.  Simply  giving  the  patient  or  family  member  their  full  attention 
can  become  a  profound  aet  of  spiritual  care.  “To  truly  listen  to  a  person  who  is 
undergoing  any  loss  is  one  of  the  greatest  gifts  a  earegiver  ean  impart . . .  Listening 
affirms  our  eommitment  to  eare  and  invites  people  out  of  their  isolation  and  into 
eommunity.”^*  Chaplains  ean  also  initiate  meaningful  interventions  and  help  people  by 
praying  with  them,  offering  communion,  facilitating  guided  imagery,  or  other  spiritual 
diseiplines  designed  to  strengthen  our  eonneetion  with  God  during  times  of  illness. 

Improving  Cooperation  between  Chaplains  and  Medical  Staff 

I  developed  the  three  Soul  of  Healing  modules  so  that  ehaplainey  students  eould 
teaeh  members  of  the  hospital  staff  to  reeognize  and  honor  the  spiritual  lives  of  their 
patients,  and  to  improve  eommunieation  between  hospital  staff  and  patients.  Many 
hospital  personnel  are  aware  of  studies  demonstrating  the  effeetiveness  of  meditation  on 
reducing  stress  and  indueing  the  relaxation  response.  “By  learning  to  use  your  awareness 
and  your  mind,  you  ean  begin  to  eontrol  your  physieal  reaetion  to  stress.”  Most  of 
them,  however,  do  not  apply  such  knowledge  to  their  eare  of  patients.  The  three  teaehing 
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modules  proposed  eertain  ways  hospital  staff  eould  improve  patient  eare  through  the 
reeognition  and  honoring  of  their  spiritual  needs. 

The  first  module  speeifically  invited  caregivers  to  slow  down  when  they  were 
with  a  patient,  listen  carefully  to  their  concerns,  ask  questions  to  be  sure  their  spiritual 
needs  were  being  honored,  and  respect  their  personal  dignity.  Through  this 
demonstration  project  I  learned  most  hospital  staff  did  not  know  how  to  care  for  the  souls 
of  their  patients.  On  the  staff  evaluations,  the  most  commonly-cited  new  thing  learned 
was  the  importance  of  listening  to  their  patients  and  taking  the  time  to  honor  them  as  real 
persons.  I  was  encouraged  that  a  majority  of  those  who  participated  in  the  three  Soul  of 
Healing  modules  felt  “somewhat  comfortable”  or  “very  comfortable”  applying  what  they 
had  learned  to  their  work. 

Through  this  demonstration  project,  it  has  become  clear  to  me  that  reclaiming  the 
soul  starts  within  each  individual  caregiver  and  then  radiates  outward  into  the  broader 
care-giving  community.  With  so  much  competing  for  our  attention,  it  is  easy  to  lose 
sight  of  our  own  spiritual  life.  If  attending  to  the  soul  is  a  valid  indication  of  a  healthy 
spiritual  life,  then  I  believe  we  are  experiencing  an  epidemic  of  sick  souls.  Healing  is 
possible  and  chaplains  have  an  important  role  is  ending  that  epidemic.  The  more  we 
attend  to  our  own  soul  through  prayer  and  meditation,  the  more  we  nurture  authentic 
relationships  and  develop  community,  the  more  we  become  able  to  honor  and  nurture  the 
souls  of  others  with  our  loving  and  compassionate  presence. 
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CHAPTER  IX:  COMPARABLE  MINISTRIES 


As  I  investigated  what  other  hospitals  and  CPE  eenters  were  doing  to  teach 
spiritual  and  cultural  diversity,  I  found  the  most  common  tool  was  a  workshop  or  a 
seminar.  These  were  1-2  hour  presentations,  typically  given  by  chaplains  as  part  of  their 
CPE  program  or  as  an  educational  opportunity  for  the  staff  or  community.  Several  CPE 
centers  brought  in  speakers  from  different  cultural  and  religious  groups,  and  some  took 
their  students  to  visit  places  of  worship  within  different  religious  traditions.  I  do 
integrate  similar  events  into  the  student  residency  year,  but  those  experiences  are  not 
designed  for  students  to  share  with  medical  staff. 

Many  spiritual  care  programs  around  the  United  States  have  developed  some  way 
to  educate  hospital  staff  about  spirituality  and  cultural  and  religious  diversity.  Rev.  Sue 
Wintz  and  Rev.  Earl  Cooper  developed  a  course.  Cultural  and  Spiritual  Sensitivity,  to 
teach  hospital  staff  about  cultural  differences  and  heighten  their  awareness  regarding 
important  religious  and  spiritual  differences.  Their  Cultural  and  Spiritual  Sensitivity 
course  involves  several  self-examinations  to  reveal  and  explore  one’s  own  cultural 
presuppositions  and  biases.  It  also  utilizes  scenarios  involving  various  culturally  or 
religiously  laden  difficulties  to  engage  the  student’s  critical  thinking.  It  then  provides 
practical  suggestions  for  the  avoidance  of  cultural  conflicts. 

This  course  is  a  regular  part  of  staff  orientation  in  the  hospitals  where  the  authors 
work.  All  new  employees  must  complete  it  within  their  probationary  period.  It  is  often 


self-taught  through  a  workbook,  but  it  may  also  be  taught  in  the  elassroom  setting.  Wintz 
and  Cooper  require  anyone  who  uses  this  eourse  to  use  it  in  its  entirety.  The  eourse  is 
thorough  and  well-paekaged.  The  Assoeiation  of  Professional  Chaplains  published  this 
program  and  made  it  available  to  its  members. 

The  information  in  the  Cultural  and  Spiritual  Sensitivity  eourse  is  quite  useful, 
but  it  does  laek  the  interpersonal  engagement  that  is  an  important  element  in  The  Soul  of 
Healing  teaehing  modules.  I  believe  there  is  ample  room  for  both  approaehes  to  sueh 
edueation.  Within  the  heetie  atmosphere  of  the  eontemporary  hospital  setting,  providing 
eourses  that  may  be  taken  within  one’s  personal  work  sehedule  eertainly  does  have  merit. 

I  was  unable  to  find  another  training  program  that  ineluded  the  CPE  students  as  a 
major  eomponent  of  its  methodology.  I  believe  the  quality  of  CPE  student  edueation  was 
improved  by  asking  them  to  assume  the  role  of  edueator  on  their  floors.  If  I  were  to 
implement  this  projeet  on  a  hospital-wide  seale,  I  would  look  for  ways  to  weave  together 
the  elassroom  experienee  with  an  in-depth  online  eourse  and  see  how  well  that  might 
work  to  improve  interdiseiplinary  eommunieation  and  relationships. 
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CHAPTER  X:  TRANSFORMATION 


My  intention  for  this  demonstration  projeet  was  for  it  to  be  a  step  toward  a  more 
eomplete  integration  of  spiritual  and  emotional  patient  care  into  existing  healthcare 
paradigms.  I  am  certainly  not  a  pioneer  here,  as  others  have  long  recognized  this  gap  in 
contemporary  healthcare. 

Until  the  late  nineteenth  century,  the  mind  was  regarded  as  inseparable  from  the 
body,  but  as  science  gained  dominance,  dualism  began  to  pervade  medical 
thinking.  The  mind  was  sundered  from  the  body  and  seemed  a  thing  apart,  a 
spiritual  rather  than  a  scientific  entity."^® 

For  many  years,  researchers  have  been  investigating  the  impact  of  the  soul  on  the 
patient’s  capacity  to  heal.  Although  those  who  flatly  deny  the  healing  power  of  faith 
upon  one’s  physical  health  still  exist,  the  evidence  continues  to  mount  that  caring  for  the 
soul  has  a  significant  effect  upon  a  person’s  wellbeing.  I  began  with  the  assumption  that 
medical  staff  would  be  more  inclined  to  include  spiritual  care  in  the  plans  of  care  for  their 
patients  once  they  became  cognizant  of  its  true  importance.  I  was  hoping  that  offering 
such  spiritual  education  in  several  smaller  segments  would  help  them  integrate  care  for 
the  soul  into  routine  medical  practice  and  thus  realize  a  more  integrated  approach  to 
patient  care. 


Bernard  Lown,  The  Lost  Art  of  Healing  (New  Y  ork:  Houghton  Mifflin,  1 996),  29-30. 


Personal  Transformation 


I  began  this  demonstration  projeet  with  the  realization  that  there  was  a  kind  of 
spiritual  diseonneetion  between  most  of  the  medieal  staff  and  the  ehaplains  and  CPE 
students  at  the  hospital  where  this  projeet  took  place.  I  also  knew  there  was  an  interest  in 
the  project,  because  I  heard  a  lot  of  talk  about  the  importance  of  meeting  the  emotional 
and  spiritual  needs  of  patients.  There  was  certainly  an  appreciation  for  the  value  of 
responding  compassionately  to  the  religious  and  cultural  needs  of  the  patient.  In  practice, 
however,  the  medical  staff  was  always  seemed  to  be  too  busy.  Some  individuals  did 
manage  to  keep  the  patient’s  spiritual  needs  in  mind,  but  most  of  the  time  those  needs 
remained  quite  low  on  the  list  of  staff  priorities.  I  had  hoped  that  I  could  make  a 
difference,  and  that  spiritual  care  would  come  to  take  on  a  more  significant  role. 

I  now  realize  I  was  attempting  to  bring  about  a  profound  change  of  heart  through 
fostering  an  intellectual  adjustment.  I  should  have  known  that  education  alone  never 
changes  the  human  heart.  I  neglected  to  realize  the  change  of  heart  I  wanted  to  foster  had 
to  be  encouraged  through  a  multi-faceted  approach.  The  hospital  staff  could  only  be 
transformed  through  a  similar  kind  of  process  that  often  works  with  my  CPE  students, 
namely,  through  having  an  opportunity  to  integrate  what  they  were  learning  through 
reflecting  upon  what  they  had  heard  and  testing  it  out  in  their  actual  work  setting. 

That  was  the  first  step  in  my  transformation.  The  second  one  came  while  I  was 
reflecting  on  those  changes  that  did  happen.  I  realized  the  medical  staff  had  only  begun 
to  understand  the  true  value  of  spiritual  care  when  they  themselves  became  the  ones  in 
need  of  spiritual  care.  It  is  our  responsibility  as  professional  spiritual  caregivers  to 
remain  both  sensitive  and  responsive  to  every  opportunity  to  meet  the  spiritual  needs  of 
the  medical  staff,  if  we  want  them  to  value  what  we  have  to  offer.  This  was  a  profound 
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realization  for  me.  I  now  know  any  series  of  workshops  or  training  modules,  no  matter 
how  well  designed  or  presented  they  might  be,  in  and  of  themselves  eannot  eatalyze  sueh 
a  radieal  ehange  of  heart.  Sueh  “edueation”  only  makes  sense  when  it  beeomes  an 
integral  part  of  one’s  own  life  experienee. 

Student  Transformation 

My  greatest  joys  as  a  CPE  Supervisor  oeeur  when  everything  eomes  together  for 
one  or  more  of  my  students,  and  they  experienee  a  dramatie  shift  in  their  awareness.  In 
these  moments,  the  planning  and  exeeution  of  the  eurrieulum,  the  ministry  experienees  of 
the  student,  the  dynamies  within  the  hospital,  and  the  relationships  within  the  Spiritual 
Care  Department  all  eome  together  to  faeilitate  personal  transformation.  I  think  of  these 
extraordinary  learning  experienees  as  kairos  moments  -  those  times  when  everything 
eomes  together  at  preeisely  the  right  time  ...  in  God’s  time.  I  see  this  most  often  when 
students  find  themselves  in  a  ministry  setting  where  they  truly  eneounter  the  soul  of  a 
patient.  In  those  moments,  everything  they  have  been  learning  begins  to  make  sense  to 
them.  Several  students  have  eommented  that  those  moments  when  they  aetually  touehed 
the  soul  of  another,  felt  like  the  moment  of  their  ordination  to  pastoral  ministry. 

During  this  demonstration  projeet,  one  of  my  CPE  students  eommented  that 
offering  the  Soul  of  Healing  modules  allowed  her  to  use  an  aspeet  of  her  pastoral  ministry 
in  a  way  she  had  never  done  within  the  hospital.  This  student  had  an  extensive  teaehing 
baekground  that  she  had  not  used  in  any  previous  hospital  ministry  experienee.  Her  faee 
glowed  as  she  talked  about  how  mueh  she  enjoyed  having  something  tangible  to  offer  to 
the  nursing  staff. 
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Staff  Transformation 


The  Soul  of  Healing  modules  did  not  bring  about  a  transformation  among  staff  as 
far  as  I  was  able  to  determine.  For  the  most  part,  the  staff  evaluations  indicated  they 
liked  our  presentations  and  gained  something  of  value  from  them.  I  feel  as  though  the 
training  sessions  were  like  spiritual  seeds  we  had  scattered  among  the  nursing  staff. 
Perhaps  some  of  those  seeds  did  land  on  fertile  soil  . . .  only  time  will  tell  if  any  germinate 
and  grow  to  fruitfulness. 

The  only  clear  experience  of  spiritual  transformation  happened  when  a  staff 
member  died.  In  the  midst  of  their  shared  sorrow,  ten  staff  members  sought  out  the 
chaplain  and  encountered  someone  who  could  meet  them  at  the  level  of  their  soul.  How 
can  anyone  quantify  what  took  place  within  the  hearts  of  those  ten?  I  feel  confident  they 
valued  the  pastoral  ministry  they  received  and  gained  a  new  appreciation  for  the 
importance  of  spiritual  care  for  the  soul.  I  remember  from  my  own  experience  when  a 
member  of  the  medical  staff  had  a  critically  ill  son:  I  sat  with  him  and  I  prayed  with  him. 
For  years  following  that  experience,  he  continually  updated  me  on  his  son’s  recovery, 
development,  and  achievements.  This  man’s  soul  was  so  deeply  touched  by  that  single 
encounter  that  he  has  never  forgotten  it.  I  am  now  convinced  such  soul-care 
opportunities  are  those  occasions  that  have  the  power  to  bring  about  authentic 
transformation  within  the  hearts  and  souls  of  hospital  staff. 

Conclusions 

Seeking  to  facilitate  transformation  in  even  one  person  is  a  daunting  task.  Thus  it 
is  overwhelming  to  consider  what  might  be  involved  in  helping  to  facilitate  an  entire 
cultural  transformation.  I  do  believe  such  a  transformation  can  happen.  Chapman  offers 
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a  blueprint  for  creating  the  Healing  Hospital, one  that  requires  a  sustained  commitment 
to  love  one  another  and  to  continually  seek  out  opportunities  to  serve  from  that  humble 
place  of  God’s  love,  that  fountainhead  which  lies  deep  within  our  own  soul. 
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CHAPTER  XI:  IMPLICATIONS  FOR  MINISTRY 


Offering  The  Soul  of  Healing  training  modules  to  hospital  staff  proved  an 
interesting  and  ehallenging  task.  I  found  many  physieians,  nurses,  and  other  earegivers 
were  quite  interested  in  the  projeet  and  wanted  to  see  the  finished  produet.  There  were  a 
number  of  diffieulties.  As  one  whose  life  has  been  foeused  on  the  subjeetive  arts  of 
spiritual  and  emotional  eare,  I  found  the  exaeting  demands  and  preeise  rigor  of  seientifie 
study  to  be  withering.  At  different  points  during  this  demonstration  projeet,  I  had  to 
withdraw  from  its  intensity  and  reeover  my  soul.  My  empathy  for  the  medieal 
eommunity’s  struggle  has  in  order  to  balanee  seienee  and  faith  inereased. 

Affirmation  of  Interest 

During  my  researeh  into  spirituality  and  healtheare,  I  saw  ample  evidenee  that 
physieians,  nurses,  and  some  hospital  administrators  were  well  aware  that  healtheare  ean 
easily  fail  in  its  primary  mission  when  it  negleets  the  soul.  “There  is  an  ever-present  risk 
that  we  will  surrender  eompletely  to  one  or  all  of  (these)  forees  -  to  the  enehantment  of 
teehnology,  to  the  lure  of  business  profits,  and  to  the  lazy  thoughtlessness  of 
bureaueraey.”"*^  Reeognizing  this  danger,  many  in  healtheare  are  seeking  ways  to 
reeapture  the  eare  of  the  whole  person.  The  importanee  of  addressing  the  spiritual  needs 
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of  patients  is  significant  enough  that  the  Joint  Commission  for  the  Accreditation  of 

Healthcare  Organizations  (JCAHO)  is  emphasizing  the  importance  of  including  spiritual 

and  emotional  care  in  the  hospital  setting. 

The  literature  review  provides  strong  evidence  that  emotional  and  spiritual  needs 
affect  health  outcomes  and  hospital  financial  outcomes,  and  the  survey  reveals  a 
strong  relationship  between  the  degree  to  which  staff  addressed  emotional/spiritual 
needs  and  overall  patient  satisfaction.  Care  for  patients’  emotional  and  spiritual 
needs  can  therefore  be  considered  a  component  of  overall  health  care  quality.'*^ 

The  impetus  to  address  the  soul  in  healthcare  provides  an  opportunity  for  the 
Spiritual  Care  department  to  help  the  hospital  become  an  outstanding  center  of  healing. 
Though  this  task  will  not  be  an  easy  one,  and  threats  to  excellent  integrated  healthcare 
still  abound,  we  do  have  significant  allies  in  our  quest  to  move  the  soul  of  healing  into  the 
twenty-first  century. 


Challenges  in  the  Setting 

The  current  healthcare  environment  is  in  a  state  of  continual  challenge  and 
discontinuous  change.  There  exists  intense  pressure  to  acquire  the  latest  technology,  the 
most  cost  effective  practices,  and  the  most  popular  offerings.  In  the  midst  of  these 
pressures,  the  state  where  this  project  took  place  has  one  of  the  nation’s  lowest  ratios  of 
nurses  and  physicians  per  thousand  patients.  The  medical  center,  like  the  other  hospitals 
in  the  state,  is  functioning  with  a  significant  shortage  of  professional  medical  staff.  This 
strained  environment  is  not  conducive  to  spending  time  with  patients  or  caring  for  their 
souls.  Unfortunately,  the  qualities  that  are  most  conducive  to  an  effective  healing 
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environment  (natural  beauty,  ealm,  quiet,  a  relaxed  paee)  are  largely  absent  from  this 
medieal  eenter  and  almost  all  other  eontemporary  hospitals. 

Although  there  was  plenty  of  interest  in  this  demonstration  projeet,  it  proved  quite 
diffieult  for  those  interested  to  find  the  time  for  serious  edueation  regarding  spiritual  eare 
and  eultural  diversity.  There  are  eurrently  many  demands  upon  our  earegivers.  There  are 
always  new  regulatory  and  aeereditation  issues  demanding  attention.  There  are  so  many 
new  teehnologies  to  learn  and  new  and  improved  ways  to  fulfill  the  daily  tasks  of  patient 
eare.  The  nature  of  patient  eare  is  itself  beeoming  inereasingly  eomplex  and  pressure 
eontinues  to  mount  for  hospital  stays  to  get  even  shorter.  The  paee  of  healtheare  has 
beeome  so  frantie  that  the  ery  of  the  soul  has  been  all  but  lost  in  the  din  of  “progress.” 
When  earegivers  do  make  the  time  to  learn  about  the  spiritual  aspeets  of  healing,  this  new 
information  ean  easily  be  forgotten  in  the  faee  of  the  next  major  erisis.  This  may  aeeount 
for  the  faet  that  the  Soul  of  Healing  modules  did  not  seem  to  have  mueh  of  an  impaet  on 
the  number  of  referrals  to  or  requests  for  eonsultations  with  the  Spiritual  Care 
Department. 


The  Chaplain’s  Role 

This  demonstration  projeet  brought  home  the  need  for  ehaplains  to  remain 
vigilant  in  keeping  hospital  staff  aware  of  spiritual  eoneerns.  I  believe  teaehing 
opportunities  sueh  as  the  Soul  of  Healing  modules  represent  a  good  beginning,  but  they 
may  not  be  suffieient  to  bring  the  souls  of  patients  into  the  general  eonseiousness  of  the 
hospital  staff.  The  Spiritual  Care  Department  of  this  hospital  partieipates  in  several 
edueational  fairs  throughout  the  year  to  highlight  the  many  ways  that  we  are  an  integral 
part  of  the  healtheare  team;  and  we  also  emphasize  our  serviees  during  Pastoral  Care 
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Week  and  Hospital  Week.  The  Spiritual  Care  Department  has  also  sponsored  a  variety  of 
edueational  programs  over  the  years  addressing  those  issues  that  arise  whenever  health 
and  faith  interaet. 

Edueation  alone,  however,  will  not  be  suffieient  to  bring  about  the  neeessary 
eulture  ehanges  that  will  keep  the  whole  patient  within  the  heart  of  hospital  eare. 
Chaplains  ean  reinforee  the  importanee  of  their  role  by  eonsistently  bringing  the  patient’s 
spiritual  and  emotional  needs  to  the  attention  of  those  who  are  earing  for  patients,  and  by 
letting  them  know  those  ways  in  whieh  they  have  helped  patients  and  families  eope  with 
hospitalization.  While  doeumentation  in  the  patient’s  medieal  ehart  is  important,  direet 
eonversation  with  hospital  staff  provides  an  essential  ingredient  in  promoting  an  integral 
healing  environment. 

As  ehaplains  engage  other  healtheare  professionals  in  interdiseiplinary 
eonversations  and  partieipate  in  bringing  the  soul  of  the  patient  into  the  plan  of  eare,  they 
beeome  more  visible  to  staff  on  the  patient  eare  units.  When  members  of  the  hospital 
staff  suffer  illnesses,  aeeidents,  deaths  in  the  family,  or  other  eatastrophes,  the  ehaplains 
ean  take  a  more  aetive  role  in  assisting  them  with  their  own  emotional  and  spiritual 
needs.  I  believe  this  is  the  ultimate  plaee  where  learning  the  importanee  of  the  soul  in 
healing  truly  happens.  The  most  effeetive  and  enduring  way  to  influenee  the  eulture  of 
the  hospital  is  for  ehaplains  to  address  the  soul  needs  of  members  of  the  hospital  staff 
wherever  and  whenever  they  ean.  In  my  demonstration  projeet,  one  student  had  ten  staff 
members  request  personal  support  in  the  final  week  of  the  projeet.  Those  requests  eame 
beeause  a  member  of  the  team  on  that  unit  had  died.  It  was  at  that  point  that  the 
importanee  of  spiritual  eare  beeame  a  reality  for  them. 
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Model  for  a  New  Kind  of  Hospital 


Some  hospitals  in  the  United  States  are  eommitted  to  beeoming  plaees  where  the 
souls  of  patients  are  both  important  and  respeeted.  These  hospitals  are  willing  to  take 
radieal  steps  to  transform  the  entire  organization  and  beeome  eenters  for  integral  healing. 

All  hospitals  have  a  responsibility  to  plaee  love  at  the  eenter.  Hospitals 
grounded  in  the  Judeo-Christian  tradition,  in  partieular,  are  the  last,  best  hope  to 
restore  loving  eare  to  the  plaee  Jesus  intended  it  to  be.  In  faith-based  hospitals,  we 
understand  that  we  are  all  ehildren  of  God  and,  therefore,  we  are  all  brothers  and 
sisters.  The  Healing  Hospital  is  grounded  in  these  notions  and  offers  a  template  for 
how  to  earry  forward  this  saered  work  in  a  series  of  Saered  Eneounters.'*"' 

Beeause  there  are  some  hospitals  whieh  have  already  sueeessfully  integrated  the 
spiritual  and  emotional  needs  of  patients  into  the  fabrie  of  their  institutions  we  have 
evidenee  that  it  ean  be  done,  but  it  takes  an  ongoing,  sustained  effort.  My  demonstration 
projeet  revealed  an  interest  in  living  into  the  promise  of  integrated  healtheare  at  this 
medieal  eenter.  It  is  a  daunting  task,  but  Chapman  offers  these  steps  to  beeoming  a 
Healing  Hospital:  personal  eommitment,  the  praetiee  of  passion,  the  exploration  of 
potential,  the  praetiee  of  presenee,  the  praetiee  of  positive  attitude,  persistenee,  and  the 
praetiee  of  prayer  and  meditation."^^ 

As  the  voiee  of  the  soul  within  the  eurrent  healtheare  setting,  ehaplains  have  an 
essential  role  in  shaping  the  Healing  Hospital.  If  we  eare  for  our  own  souls  and  aetively 
partieipate  in  the  healing  proeess  of  our  patients  and  staff,  we  ean  be  the  ehange  that  we 
want  to  see  in  our  hospitals  and  go  about  reelaiming  the  soul  of  healing. 


"^''Chapman,  110. 
Ibid,  144-6. 


65 


CHAPTER  XII:  SOUL  OF  HEALING  TEACHING  MODULES 


In  preparation  for  teaching  the  three  Soul  of  Healing  modules,  I  gave  the  students 
a  week-by-week  guide  to  assist  them  in  planning  for  their  teaching  sessions  and  to  help 
them  avoid  problems  in  teaching  the  modules.  Here  are  the  guidelines  I  provided: 

Week  1: 

•  Talk  with  Nursing  Director  and  Nurse  Educator  on  your  chosen  unit  (usually  one 
or  two  pods)  to  schedule  three  fifteen-minute  presentations  or  one  hour-long 
presentation  addressing  the  spiritual  needs  of  patients,  religious  diversity,  and 
cultural  awareness.  Work  within  the  existing  structures  of  the  unit. 

•  Schedule  room  and  time  for  presentations  and  learn  how  staff  members  are 
informed  about  such  educational  opportunities.  Make  sure  that  you  will  be 
scheduled  to  work  and  not  be  on  call  at  the  times  you  are  to  make  the 
presentations 

•  Schedule  the  laptop  and  the  projector  for  your  designated  presentation  times 

•  Fill  out  your  Student  Survey  for  the  week  Weeks  2-6: 

Preparing  for  the  sessions: 

•  Copy  several  advertising  flyers  and  post  them  on  the  unit 

•  Make  copies  of  PowerPoint  handouts  and  course  evaluations  for  staff 

•  Copy  PowerPoint  notes  pages  for  presentation  script 
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•  Invite  staff  as  you  see  them  -  emphasize  the  short  time  eommitment  for  eaeh 
presentation.  Remember  to  invite  physieians  and  residents  as  well  as  nurses 

•  Cheek  all  equipment  before  taking  it  onto  the  floor  Teaehing  Sessions: 

•  Presentation  eheek  list:  laptop,  power  and  eonneetor  eords,  projeetor,  PowerPoint 
CD,  PowerPoint  hand  outs,  staff  evaluation  forms,  eookies  for  staff,  PowerPoint 
notes  pages 

•  While  viewing  module,  allow  ample  time  for  staff  questions 

•  Ask  staff  to  eomplete  the  eourse  evaluation 

•  Fill  out  your  student  survey  for  the  week 

Students  arranged  to  make  their  presentations  on  a  patient  eare  unit  where  the 
nursing  direetor  was  able  to  allow  for  the  time  and  spaee  for  eaeh  session.  Most  of  the 
sessions  were  offered  in  the  staff  lounge  or  eonferenee  area  on  the  unit.  Onee  the  unit 
was  determined  and  the  time  and  plaee  seeured,  the  student  began  to  advertise  the 
sessions  by  posting  flyers  and  personally  inviting  staff  members. 

An  hour  before  eaeh  presentation,  the  student  eolleeted  everything  needed  and 
took  it  to  the  designated  plaee.  When  everything  was  ready,  the  student  reminded  people 
about  the  presentation. 

The  teaehing  module  began  with  introduetions  of  those  whom  the  student  did  not 
know.  Partieipants  were  given  the  handouts.  During  the  PowerPoint  presentation, 
partieipants  had  the  opportunity  to  ask  questions  and  respond  to  the  information. 

At  the  end  of  the  session,  partieipants  were  asked  to  eomplete  a  short  evaluation 
to  provide  feedbaek  regarding  the  usefulness  of  the  teaehing.  These  evaluations  were 
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anonymous,  so  the  staff  could  feel  free  to  give  their  honest  opinions.  The  survey 
questions  were: 


1 .  Which  presentation  are  you  evaluating? 

a.  Encountering  the  Soul 

b.  Awareness  of  Spiritual  Diversity 

c.  Awareness  of  Cultural  Diversity 

2.  Please  relate  one  new  thing  you  learned  from  this  presentation. 

3.  How  comfortable  are  you  in  your  ability  to  apply  what  you  have  learned  from  this 
presentation? 

1  -  Very  Uncomfortable,  2  -  Somewhat  Uncomfortable,  3  -  Neutral,  4  -  Somewhat 
Comfortable,  5  -  Very  Comfortable 

4.  Please  relate  one  thing  that  would  have  improved  this  presentation. 


At  the  end  of  each  session,  the  student  was  available  to  talk  with  the  participants 
and  answer  questions,  address  concerns,  or  provide  clarification  regarding  the 
presentation  or  specific  patient  concerns  that  the  teaching  module  may  have  brought  to 
mind. 
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APPENDIX  A 


PLAN  OF  IMPLEMENTATION  AND  COMPLETION  OF  PLAN 


Plan  of  Implementation 


Goal  1:  To  increase  the  awareness  of  CPE  students  regarding  sensitivity  to  the 

needs  of  the  patient,  recognizing  spiritual  and  religious  diversity,  and  developing 
cultural  sensitivity 

Strategy  1 :  I  will  schedule  presentations  to  the  resident  group  about  active  listening, 

faith  development,  and  at  least  two  cultural  groups 

Objective  1:  By  the  end  of  the  Fall  2007  unit,  students  will  have  received  five 
relevant  presentations 

Strategy  2:  I  will  assign  reading  to  facilitate  student  awareness  of  the  specific  needs  of 

patients  and  to  reinforce  the  presentations 

Objective  2:  By  the  end  of  the  Fall  2007  unit,  students  will  demonstrate  reading 
of  assigned  texts  by  turning  in  summaries  of  assigned  chapters 
Strategy  3:  I  will  train  all  residents  in  spiritual  assessment  skills 

Objective  2:  By  end  of  the  fall  2007  unit,  all  students  will  have  accurate 
spiritual  assessments  90%  of  the  time. 

Strategy  4:  I  will  make  use  of  verbatim  seminars  to  reinforce  student  sensitivity  and 

awareness  of  diversity  issues  in  their  ministry  with  patients 

Objective  4:  Students  will  present  six  verbatim  reports  before  the  end  of  the 
Fall  2007  unit.  Each  of  these  verbatim  reports  will  be  reviewed  in  verbatim 
seminar  sessions  with  their  peers  and  supervisor  before  the  end  of  the  Fall  2007 
unit. 
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Goal  2:  Equip  students  with  the  necessary  tools  to  he  ahle  to  teach  about 

spiritual  and  religious  diversity  and  cultural  sensitivity  to  nursing  staff  on 
designated  patient  care  units 

Strategy  1 :  I  will  develop  teaehing  modules  for  students  to  use  with  hospital  staff 

Objeetive  1:  Modules  will  be  developed  in  October  2007 
Strategy  2:  I  will  review  teaehing  modules  with  students 

Objective  2:  Modules  will  be  reviewed  and  discussed  with  students  before 
November  2007 

Strategy  3:  I  will  develop  an  information  paeket.  This  paeket  will  have  information  to 

guide  students  through  the  proeess  of  setting  up  sessions,  advertising  sessions,  and 
teaehing  the  modules. 

Objective  3:  Students  will  have  informational  packets  by  the  start  of  the 
teaching  portion  of  the  project. 

Goal  3:  Improve  the  students’  pastoral  role  and  professional  relationships  as 

members  of  a  multidisciplinary  team 

Strategy  1 :  Students  will  use  training  sessions  to  edueate  staff  about  the  importanee  of 

religious  and  eultural  diversity  awareness  in  patient  eare 

Objective  1  Students  will  document  offering  three  training  sessions  by  the  end 
of  the  Fall  2007  unit 

Strategy  2:  Following  the  training  sessions,  staff  on  the  designated  unit  will  have  a 

elear  understanding  of  the  role  of  Spiritual  Care. 
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Objective  2:  The  number  of  staff  referrals  to  Spiritual  Care  will  increase  by 
15%  and  the  number  of  interdisciplinary  consultations  between  students  and 
hospital  stajf  will  increase  by  20%)  on  the  designated  patient  care  units 


Response  to  Plan  of  Implementation 

Goal  1:  To  increase  the  awareness  of  CPE  students  regarding  sensitivity  to  the 

needs  of  the  patient,  recognizing  spiritual  and  religious  diversity,  and  developing 
cultural  sensitivity 

Strategy  1 :  I  will  schedule  presentations  to  the  resident  group  about  active  listening, 

faith  development,  and  at  least  two  cultural  groups 

Objective  1:  By  the  end  of  the  Fall  2007  unit,  students  will  have  received  four  relevant 
presentations 

The  following  didactics  relevant  to  the  demonstration  project  were  scheduled  and 
presented  during  orientation  and  the  Fall  2007  unit: 

•  Spiritual  Assessment 

•  Pastoral  Roles  and  Functions 

•  Getting  to  the  Heart  of  a  Visit  (active  listening,  facilitating  communication) 

•  Communication  Skills 

•  Faith  Development 

•  Ministry  to  Hispanic  Patients 

•  Ministry  to  Native  American  Patients 

•  Nonviolent  Communication 

•  Grief  Recovery 
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Immigration  Issues 


Strategy  2:  I  will  assign  reading  to  faeilitate  student  awareness  of  the  speeifie  needs  of 

patients  and  to  reinforee  the  presentations 

Objective  2:  By  the  end  of  the  Fall  2007  unit,  students  will  demonstrate  reading  of 
assigned  texts  by  turning  in  summaries  of  assigned  ehapters 

I  seleeted  the  following  texts  for  student  reading,  with  speeifie  ehapters  assigned  on  a 
weekly  basis.  Additionally,  I  seheduled  weekly  sessions  for  the  diseussion  of  assigned 
ehapters. 

•  Assigned  reading  for  the  unit  -  Gift  to  Listen,  Courage  to  Hear  by  Cari  Jaekson; 
Biblieal  Themes  for  Pastoral  Care  by  William  Oglesby;  or  Basie  Types  of 
Pastoral  Care  and  Counseling:  Resourees  for  the  Ministry  of  Healing  and  Growth 
by  Howard  Clinebell  (alternative  text) 

•  All  students  submitted  weekly  summaries  of  their  assigned  readings  and 
partieipated  in  group  diseussion  regarding  the  assigned  readings  with  attention  to 
the  applieation  of  the  readings  to  their  praetiee  of  ministry.  Students  reading  the 
alternative  text  had  previously  read  the  Oglesby  text. 

Strategy  3:  I  will  train  all  residents  in  spiritual  assessment  skills 

Objective  3:  By  end  of  the  fall  2007  unit,  all  students  will  have  aeeurate  spiritual 

assessments  90%  of  the  time 

The  orientation  to  the  hospital  ineluded  training  in  the  eomputer  system  for  spiritual 
assessments.  Three  students  in  the  resideney  program  were  familiar  with  the  training  and 
did  not  need  to  repeat  it. 
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•  I  scheduled  a  training  session  at  the  beginning  of  orientation  to  train  the  new 
students  in  the  use  of  the  eomputer  program  (where  the  spiritual  assessment  was 
loeated). 

•  I  led  a  diseussion  about  how  to  make  appropriate  spiritual  assessments. 

•  I  worked  with  the  new  students  individually  as  they  wrote  their  first  assessments. 

•  I  reviewed  the  spiritual  assessment  protoeol  with  the  experieneed  students  to 
ensure  their  aeeurate  use  of  the  spiritual  assessment  tool. 

•  The  experieneed  students  helped  the  two  new  students  gain  familiarity  with  the 
spiritual  assessment  tool. 

In  order  to  eomply  with  regulatory  requirements,  I  initially  reviewed  and  eo-signed 
student  spiritual  assessments.  By  the  end  of  six  weeks,  all  students  were  aeeurate  in  their 
spiritual  assessments  90%  of  the  time.  Later,  I  developed  an  evaluation  tool  to  doeument 
student  aeeuraey  with  spiritual  assessment.  All  students  were  able  to  aehieve  100%  on 
the  evaluation  tool  and  were  able  to  move  into  the  eleetronie  ehart  without  the  need  for 
my  oo-signature 

Strategy  4:  I  will  make  use  of  verbatim  seminars  to  reinforee  student  sensitivity  and 

awareness  of  diversity  issues  in  their  ministry  with  patients 

Objective  4:  Students  will  present  six  verbatim  reports  before  the  end  of  the  Fall  2007 
unit.  Eaeh  of  these  verbatim  reports  will  be  reviewed  in  verbatim  seminar  sessions  with 
their  peers  and  supervisor  before  the  end  of  the  Fall  2007  unit. 

I  developed  a  sehedule  for  the  unit,  and  eaeh  student  presented  six  times. 

•  Students  assessed  themselves  for  their  ability  to  listen  to  patients  and  to  provide 
appropriate  spiritual  eare 
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•  Verbatim  reports  were  diseussed  in  the  peer  group  to  examine  the  students’ 
strengths  and  areas  for  growth  with  attention  to  aetive  listening,  sensitivity  to 
patient  spiritual  needs,  and  their  religious  and  eultural  needs 

Goal  2:  Equip  students  with  the  necessary  tools  to  teach  about  spiritual  and 

religious  diversity  and  cultural  sensitivity  to  nursing  staff  on  designated  patient  care 
units 

Strategy  1 :  I  will  develop  teaehing  modules  for  students  to  use  with  hospital  staff 

Objective  1:  Modules  will  be  developed  in  Oetober  2007 

I  developed  the  basie  strueture  of  the  teaehing  modules  in  September  and  Oetober  2007 
and  put  them  into  PowerPoint. 

Strategy  2  I  will  review  teaehing  modules  with  students 

Objective  2  Modules  will  be  reviewed  and  diseussed  with  students  before  November 
2007 

Students  reviewed  the  three  teaching  modules  during  class  time  on  October  26,  October 
31,  and  November  2.  They  discussed  and  evaluated  the  content  with  me.  In  response  to 
these  discussions,  I  adjusted  each  teaching  module  and  developed  a  script  to  accompany 
each  slide. 

Strategy  3:  I  will  develop  an  information  packet.  This  packet  will  have  information  to 

guide  students  through  the  process  of  setting  up  sessions,  advertising  sessions,  and 
teaching  the  modules. 

Objective  3:  Students  will  have  informational  packets  by  the  start  of  the  teaching 
portion  of  the  project 
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Student  packets  were  given  to  the  students  on  November  2,  2007.  Following  the  review 
of  the  teaching  modules  and  after  the  scripting  was  completed,  I  created  a  CD  for  each 
student.  The  CD  and  some  printed  materiel  were  packaged  in  a  folder.  Students  were 
asked  to  keep  their  evaluation  forms  in  the  folder  and  return  the  folder  with  the  weekly 
self-assessment  forms  and  staff  evaluation  forms  at  the  end  of  the  project.  This  was  to 
insure  that  students  could  remain  unidentified  with  a  particular  workshop  evaluation  and 
so  that  I  could  determine  the  changes  in  weekly  assessments  for  the  same  student 
throughout  the  life  of  the  project.  Each  folder  had  the  following  contents: 

•  A  step-by-step  guide  regarding  how  to  set  up  the  teaching  sessions  on  their 
assigned  floors  (hard  copy  and  CD) 

•  A  copy  of  the  three  separate  teaching  modules  PowerPoint  presentations  (CD 
only) 

•  A  copy  of  the  three  sessions  assembled  into  one  single  presentation  (CD  only) 

•  A  copy  of  the  PowerPoint  with  script  of  the  first  session  (Hard  copy  and  CD; 
subsequent,  CD  only) 

•  A  copy  of  the  first  session  slides  with  accompanying  notes  pages  for  handouts 
(Hard  copy  and  CD;  subsequent,  CD  only) 

•  A  copy  of  the  student  assessment  that  students  were  asked  to  complete  on  a 
weekly  basis  (hard  copy  and  CD) 

•  A  copy  of  the  evaluation  form  for  students  to  give  to  staff  at  the  presentations 
(hard  copy  and  CD) 

•  A  copy  of  the  three  flyers  to  be  used  in  advertising  the  teaching  sessions  (hard 
copy  and  CD) 
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Goal  3: 


Improve  the  students’  pastoral  role  and  professional  relationships  as 


members  of  a  multidisciplinary  team 

Strategy  1 :  Students  will  use  training  sessions  to  edueate  staff  about  the  importanee  of 

religious  and  eultural  diversity  awareness  in  patient  eare 

Objective  1:  Students  will  doeument  offering  three  training  sessions  by  the  end  of  the 
Fall  2007  unit 

I  was  unable  to  meet  this  objeetive  as  stated.  Sinee  most  students  were  not  able  to  follow 
the  initial  protoeol,  I  made  adjustments  in  the  protoeol  and  eneouraged  them  to  be 
flexible  in  order  to  aeeommodate  their  needs  and  the  needs  of  the  staff  they  were  hoping 
to  train.  Overall,  four  students  were  able  to  teaeh  at  least  some  of  the  training  modules 
and  36  staff  members  were  able  to  attend  at  least  part  of  the  training. 

•  One  student  was  unable  to  sehedule  any  sessions  on  her  assigned  floors 

•  One  student  was  able  to  sehedule  and  teaeh  all  three  sessions 

•  One  student  was  able  to  sehedule  and  teaeh  one  lengthy  session  where  all  three 
sessions  were  presented 

•  One  student  was  able  to  sehedule  and  teaeh  two  sessions,  one  for  a  single  session 
and  another  with  the  remaining  two  sessions 

•  One  student  was  only  able  to  sehedule  and  teaeh  one  single  session 

•  Three  of  the  five  students  were  able  to  teaeh  eaeh  segment  of  the  training  sessions 
in  some  form 

Strategy  2:  Following  the  training  sessions,  staff  on  the  designated  unit  will  have  a 

elear  understanding  of  the  role  of  Spiritual  Care 
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Objective  2:  The  number  of  referrals  from  staff  to  spiritual  eare  will  inerease  by  15%, 
and  the  number  of  interdiseiplinary  eonsultations  between  students  and  hospital  staff  will 
inerease  by  20%  on  the  designated  patient  eare  units 

I  was  unable  to  meet  this  objeetive.  Students  reeorded  on  their  weekly  assessment  forms 
the  number  of  staff  referrals  and  eonsults  for  the  unit  where  they  provided  the  training. 
The  data  did  not  demonstrate  any  eonsistent  improvement  in  the  number  of  referrals  from 
staff  to  ehaplains. 

•  One  student  doeumented  an  inerease  in  referrals  from  0  to  an  average  of  3.5  in  the 
final  weeks  of  the  projeet 

•  Other  students  showed  no  trend  in  referrals  or  showed  a  deeline  in  the  number  of 
referrals 

•  One  student  had  no  referrals  during  the  projeet 

•  Only  the  student  who  did  not  do  the  training  had  signifieant  interdiseiplinary 
eonsultations  (Perhaps  this  was  due  to  the  nature  of  the  partieular  student  units, 
whieh  were  ICUs)  Note:  This  student  told  me  that  she  was  unable  to  schedule  the 
presentations  with  her  staff,  for  this  reason,  I  knew  who  she  was 

•  One  student  had  two  eonsultations  during  the  projeet.  One  eame  on  the  third 
week  and  the  other  on  the  fourth  week 

•  No  other  students  had  interdiseiplinary  eonsultations  on  their  designated  units 
during  the  projeet 
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APPENDIX  B 


MINISTERIAL  COMPETENCIES 


My  site  team  assisted  me  in  this  demonstration  projeet  by  asking  me  to  work  on  a 
variety  of  eompeteneies.  Out  of  the  thirteen  speeifie  areas  for  profieieney,  there  were 
three  general  areas  for  me  to  address:  analysis,  strategie  planning,  and  evaluation. 

First  Area  of  Competency  to  Develop 

Cultivate  analytical  abilities  in  order  to  assess  the  ethical,  social,  and  educational 
needs  of  those  who  will  be  impacted  by  the  demonstration  project  and  to  determine 
what  is  feasible  and  limit  workload  accordingly. 

Goal  1:  Assess  the  ethical,  social,  and  educational  needs  of  CPE  students, 

physicians-in-training,  and  nursing  staff 

Strategy:  Consult  with  members  of  the  Medieal  Edueation  faeulty,  nursing  direetors, 

and  CPE  eolleagues  to  determine  the  ethieal,  soeial,  and  edueational  needs  of  those 
impaeted  by  this  projeet 

Objeetive:  Before  implementing  the  projeet,  I  will  meet  with  a  four  professionals 

from  the  reeommended  diseiplines  to  determine  its  ethieal,  soeial,  and  edueational 
impaet. 

Implementation  of  strategy:  I  sueeessfully  addressed  the  objeetive  for  this  goal.  I  met 
with  the  Program  Direetors  for  the  Family  Praetiee  and  Ob/Gyn  Resideneies,  one  of  the 
hospital  researeh  eoordinators,  the  nursing  direetor  for  the  original  pilot  unit;  and  a 
eolleague  who  is  an  ACPE  Assoeiate  Supervisor.  With  eaeh  of  these  individuals  I 
diseussed  the  relevant  issues  regarding  implementing  the  projeet.  The  researeh 
eoordinator  was  eoneemed  that  all  partieipants  be  anonymous.  One  of  the  program 
direetors  expressed  eoneern  that  the  edueational  milieu  would  not  be  eondueive  to 
physieians-in-training  partieipating  in  the  projeet.  There  was  a  reeommendation  from 
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another  medical  education  program  director  that  the  course  be  put  into  a  computerized 
self-taught  course  that  physicians-in-training  could  take  at  their  leisure.  This  suggestion, 
while  a  good  one,  was  not  possible  for  this  project.  There  was  a  consensus  that  education 
on  religious  and  cultural  diversity  was  important  and  worth  pursuing.  The  concern  for 
anonymity  and  the  difficulty  involving  physicians-in-training  led,  in  part,  to  my 
redesigning  this  project. 

Goal  2:  Determine  what  is  feasible  for  the  project  and  adjust  the  workload 

accordingly 

Strategy  Monitor  workload  to  insure  the  capacity  to  adequately  perform  required 
tasks  and  fulfill  the  demands  of  the  demonstration  project. 

Objective  I  will  complete  this  DMin  project  before  February  1,  2008  and  meet  the 
target  dates  for  department  assignments,  student  evaluations,  and  curriculum 
implementation 

Implementation  of  strategy:  To  meet  this  goal,  I  extended  my  DMin  by  one  year 
(original  graduation  was  May  2007),  and  requested  a  two-week  extension  on  the 
completion  of  my  dissertation.  Additionally,  I  resigned  my  position  with  the  medical 
center  in  January  2008  because  I  was  not  able  to  fulfill  my  responsibilities  and  still  have 
the  time  to  complete  the  writing  of  my  dissertation.  Although  I  had  to  make  adjustments 
that  I  would  have  preferred  to  avoid,  I  fulfilled  this  goal. 

Second  Area  of  Competency  to  Develop 

Translate  analysis  into  specific  strategies  for  the  successful  implementation  of  the 
project.  Take  into  consideration  the  need  for  clear  communication,  appropriate 
teaching  methods,  skillful  use  of  group  dynamics,  and  need  for  follow  through. 
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Goal  1:  Develop  strategies  to  provide  clear  communication,  appropriate  teaching 

methods,  skillful  use  of  group  dynamics,  and  follow  through  to  successfully  implement 
project 

Strategy  1 :  Determine  whieh  individuals  need  to  be  informed  about  the  projeet  and 

determine  the  most  effeetive  means  of  eommunieation  with  eaeh  individual  in  order  to 
faeilitate  the  timely  eompletion  of  the  projeet 

Objeetive:  During  the  life  of  the  projeet,  relevant  individuals  will  be  aware  of  what  is 

happening  with  the  projeet,  any  diffieulties  with  the  projeet,  and  adjustments  to  the 
projeet  as  they  eome  up 

Implementation  of  strategy:  I  did  not  fully  meet  this  objeetive.  I  let  most  of  the 
important  individuals  know  what  was  happening  at  the  beginning,  but  as  I  eneountered 
seemingly  insurmountable  diffieulties  and  almost  gave  up  on  the  projeet,  I  did  not  let 
signifieant  people  know  what  was  going  on.  I  talked  with  my  husband  but  did  not  inform 
my  site  team  or  my  advisor.  I  did  eonsult  with  my  advisor,  mentor,  and  the  researeh 
eoordinator  about  ehanging  the  foeus  of  the  projeet.  I  diseussed  progress  on  the  projeet 
with  my  department  direetor  during  our  monthly  meetings,  and  the  CPE  students  were 
ineluded  in  the  planning  stage  as  the  projeet  was  finally  eoming  together. 

Strategy  2:  Through  the  CPE  group  proeess,  I  will  model  the  use  of  group  as  a  means 

to  teaeh  students  how  to  assess  their  own  and  eaeh  other’s  ministry  skills.  I  will 
speeifieally  foeus  on  the  skills  of  aetive  listening,  non-judgmental  presenee,  and 
appropriate  use  of  ritual. 
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Objective  2:  By  the  end  of  the  Fall  2007  unit,  all  CPE  students  in  the  resident  group 
will  be  able  to  make  use  of  the  group  process  to  demonstrate  and  discuss  their  own  and 
others’  ministry  skills,  including  active  listening,  non-judgmental  presence,  and 
appropriate  use  of  ritual. 

Implementation  of  strategy:  I  successfully  met  this  objective.  Each  student  presented 
six  verbatim  reports  to  the  group.  Through  my  supervision  of  the  group,  they  learned  to 
assess  their  own  strengths  and  weaknesses  in  their  ministry  with  patients,  specifically 
concerning  active  listening,  non-judgmental  presence,  and  appropriate  use  of  ritual. 
Members  of  the  group  learned  to  give  each  other  honest  critique  and  became  able  to  trust 
the  critique  of  others. 

Strategy  3:  I  will  develop  a  plan  and  a  target  date  for  each  stage  of  the  demonstration 

project.  If  I  am  unable  to  meet  the  target  date,  I  will  adjust  accordingly  so  that  I  can 
bring  this  demonstration  project  to  completion. 

Objective  3:  By  February  1,  2008  this  demonstration  project  will  be  complete  and  I  will 
have  submitted  it  to  the  seminary  for  review. 

Implementation  of  strategy:  With  several  adjustments  to  my  timeline,  I  was  able  to  meet 
this  objective.  As  mentioned  above,  I  initially  requested  an  extension  of  the  project  by 
one  year  to  accommodate  my  work  schedule.  At  several  points  during  the  project,  I  had 
to  make  adjustments  due  to  difficulties  within  the  hospital  environment.  I  delayed  the 
implementation  of  the  project  three  times  before  I  was  finally  able  to  implement  it.  I 
requested  a  two-week  extension  to  enable  me  to  complete  the  writing  of  the  dissertation. 
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Third  Area  of  Competency  to  Develop 


I  will  cultivate  evaluative  skills  to  determine  the  success  or  failure  of  specific 
strategies  and  adjust  the  project  in  response  to  these  evaluations. 

Goal  1:  To  make  adjustments  in  the  demonstration  project  as  needed  in  response 

to  my  evaluation  of  the  success  or  failure  of  specific  strategies 
Strategy  1 :  I  will  notice  whether  my  strategies  are  moving  the  project  toward 

completion.  Whenever  I  find  that  a  plan  is  not  working,  I  will  adjust  my  plan  so  that  the 
project  will  move  to  its  conclusion 

Objective  1:  This  demonstration  project  will  be  completed  by  February  1,  2008  and 
will  refiect  any  necessary  adjustments. 

Implementation  of  strategy:  During  this  demonstration  project  I  had  to  make  several 
significant  adjustments.  I  first  had  to  let  go  of  my  plan  to  complete  the  project  in  order  to 
graduate  in  2007.  Then  I  had  to  change  my  original  plan  to  use  Press  Ganey  scores  to 
assess  the  impact  of  improved  education  regarding  our  patients’  spiritual  and  cultural 
needs.  The  hospital  stopped  using  Press  Ganey  as  an  evaluation  tool  for  patient 
satisfaction;  and  the  new  tool,  NCR  Picker,  did  not  have  a  correlative  for  spiritual  care. 
Another  major  change  was  to  let  go  of  my  hope  to  include  physicians-in-training  in  the 
project.  The  requirement  for  anonymity  meant  that  I  could  not  determine  if  training 
made  any  impact  on  the  referring  patterns  of  residents  who  had  taken  the  training. 
Through  my  discussions  with  Medical  Education  faculty,  it  became  clear  that  physicians- 
in-training  would  not  have  a  priority  for  attending  these  training  sessions.  I  also  needed 
to  redesign  the  project  to  focus  more  on  the  CPE  student  education  process  and  on  their 
interdisciplinary  relationships  with  staff  on  their  patient  care  units.  The  original  project 
was  to  take  place  on  one  patient  care  unit  to  control  for  patient  response  and  to  note  the 


84 


increase  of  referrals/consultations.  In  the  new  design,  the  students  worked  with  the 
leadership  on  their  units  to  find  one  unit  where  they  eould  work  with  staff  in  the  students’ 
own  areas.  This  refieeted  the  new  foeus  of  this  training:  the  student’s  role  on  the 
interdiseiplinary  team.  Finally,  I  had  to  adjust  the  eontent  of  the  training  sessions.  I 
presented  four  variations  until  I  found  eontent  that  resonated  with  the  students  and  that 
was  elose  to  the  time  frame  I  intended  for  eaeh  session.  I  originally  intended  for  there  to 
be  three  sessions  of  ten  minutes  eaeh.  The  final  version  ineluded  three  twelve  to  fifteen 
minute  sessions.  I  also  adjusted  the  length  of  the  projeet  to  refieet  the  simplieity  of  the 
new  design.  Beeause  less  data  would  be  needed,  this  projeet  ran  for  six  weeks  rather  than 
the  original  ten  weeks. 
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APPENDIX  C 


ORIENTATION  AND  FALL  UNIT  SCHEDULE 


Orientation  Schedule:  Fall  2007 


August  27 

New  Employee  Orientation 

August  28 

New  Employee  Orientation 

August  29 

9:00  AM 
1:00  PM 

2:00  PM 

Cerner/IPROB  Training  -  Kelli  Shepard,  MDiv 
Trauma  Orientation  and  NINP  -  Angie  Padilla- 
Jones,  RN  and  Kelli 

Shadow  Residents/Staff 

August  30 

8:30  AM 
10:00  AM 
12:30  PM 
2:00  PM 

Offiee  Proeedures  -  Ramona  Yoder 
Polieies/Proeedures  -  Carol  MoAnineh-Pritz,  MDiv 
ED  Orientation  -  Beeky  Shoeklee 

Shadow  Residents/Staff 

August  3 1 

8:30  AM 
10:30  AM 

11:15  AM 
1:00  PM 
2:00  PM 
5:00  PM 

Statisties,  Logs,  Medieare  Passthru  -  Carol 

WT6  (Behavioral  Health)  Orientation  -  Phyllis 
Patton 

L&D  Orientation  -  Mary  Kempton,  RN 

Rehab  Orientation  -  Phyllis 

Shadow  Residents/Staff 

Weleome  Party  -  Carol’s  House 

September  3 

Holiday 

September  4 

8:30  AM 
10:00  AM 
11:00  AM 

Spiritual  Assessment  -  Carol 

Interpreter  Program  -  Maria  Burruel 

Bone  Marrow  Transplant  Orientation  -  Julie 
Overbey,  RN 

September  5 

9:00  AM 
10:00  AM 

Disaster  Protoeol  -  Mary  Aliee  Witzel,  RN 

Patient  Relations  -  Advaneed  Direetives  -  Kaaren 
DeShay 

September  6 

9:00  AM 
10:00  AM 

Risk  Management  -  Doris  MeVey,  RN 

Medieal  Terminology  -  Bryan  Gliek,  DO 

September  7 

9:00  AM 
9:30  AM 
10:00  AM 
2:00  PM 

Library  Orientation  -  Lora  Robbins 

Computer  Lab  -  Frank  Wallaee 

Computer  Mandatories 

Commissioning  Serviee  -  Sandstone  North 

September  10 

9:00  AM 

Case  Mgt/Soeial  Work  -  Caroline  Green,  MSW 
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September  1 1 

9:00  AM 

Serviee  Exeellenee  -  Susan  Ritter 

September  12 

9:00  AM 

Orient,  to  Nursing  -  Coleen  Halberg,  RN,  CNO 

September  13 

9:00  AM 

Donor  Network  -  Gail  Farrell 

September  14 

9:00  AM 
9:30  AM 

Hospital  Administration  -  Larry  Volkmar,  CEO 
Administration  and  Chaplainey  -  Joan  Theil,  RN, 
Assoeiate  Administrator 

September  17 

9:00  AM 

Morgue  Proeedures  -  Jerry  Fillemon 

September  18 

9:00  AM 
11:00  AM 

Families  Presenee  at  Codes  -  Gayle  Marble,  RN 
Ministry  in  the  ICU  -  Sue  Hurst,  RN 

September  19 

9:00  AM 

PR  -  High  Profile  Cases  -  .Jennifer  Pool 

September  20 

8:30  AM 

Tea  for  the  Soul  -  Silvia  Tiznado,  MDiv 

September  21 

9:00  AM 
1:00  PM 

Confiiet  Resolution  -  George  Joumas 
Communieation  Skills  -  Heather  Ferguson 

September  24 

9:00  AM 

Grief  Reeovery  -  Cindy  Darby,  MDiv 

September  27 

9:00  AM 
10:00  AM 

Family/Physieian  Conferenees  -  Kelli 
Immigration  Issues  -  Silvia 

September  28 

9:00  AM 

Transfusion  Serviees  -  Riehard  Melseth 
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Fall  Unit  Schedule 


October  1 

8:30  AM 
10:30  AM 

Review  Course  Requirements  -  Carol 
Personal  Narrative  -  Spiritual  Journey 

October  3 

8:30  AM 
10:30  AM 

Cont.  Course  Requirements  -  Carol 

Introduce  DMin  Project  -  Carol 

October  5 

8:30  AM 
10:30  AM 

Learning  Goals 

Intro  to  Critical  Incident  Stress  Management 
Heather  Ferguson 

October  8 

8:30  AM 
9:30  AM 
10:45  AM 

Verbatim  1 

Verbatim  2 

Group  Covenant 

October  10 

8:30  AM 
9:30  AM 
11:00  AM 

Verbatim  3 

Meyers-Briggs  -  George  Joumas 

Reading  Review  -  Jackson,  Section  1 

Clinebell  -  Chapter  1 

October  12 

8:30  AM 
9:30  AM 
10:45  AM 

Verbatim  4 

Verbatim  5 

Personal  Narrative  -  Heroes 

October  15 

8:30  AM 
9:30  AM 
10:45  AM 

Verbatim  6 

Getting  to  the  Heart  of  the  Visit  -  Carol 
Interpersonal  Relationship  Seminar 

October  17 

8:30  AM 
9:30  AM 

10:30  AM 

Verbatim  1 

Reading  Review  Jackson,  Section  2 

Clinebell,  Chapter  2 

Overview  of  Mood  and  Thought  Disorders 
Jay  Swartz,  MSW 

October  19 

8:30  AM 
9:30  AM 
10:45  AM 

Verbatim  2 

Verbatim  3 

Faith  Development  -  Carol 

October  22 

8:30AM 

9:30  AM 
10:45  AM 

Verbatim  4 

Verbatim  5 

IPR 

October  24 

8:30  AM 
10:30  AM 

Depression  Documentary  and  discussion 
Personal  Narrative  -  Crossroads 

October  26 

8:30  AM 

Verbatim  6 
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9:30  AM 

Reading  Review  Jackson,  Section  3 

Clinebell,  Chapter  3 

10:45  AM 

Review  “Soul  of  Healing  -  Encountering  the  Soul’' 

October  29 

8:30  AM 

Verbatim  1 

9:30  AM 

Verbatim  2 

10:45  AM 

IPR 

October  3 1 

8:30  AM 

Review  “Soul  of  Healing  -  Awareness  of  Spiritual 
Diversity” 

9:30  AM 

Reading  Review  Oglesby,  Chapter  1 , 

Clinebell,  Chapter  4 

10:30  AM 

Palliative  Care  -  Mary  Whitmer,  RN 

November  2 

8:30  AM 

Review  “Soul  of  Healing,  Awareness  of  Religious 
and  Cultural  Diversity”  and  discuss  DMin 

10:00  AM 

Verbatim  3 

11:00  AM 

Zudhi  Jasser,  MD,  Overview,  Bio-medical  Ethics 

November  5 

8:30  AM 

Verbatim  4 

9:30  AM 

Verbatim  5 

10:45  AM 

IPR 

November  7 

8:30  AM 

Verbatim  6 

9:30  AM 

Reading  Review  Oglesby,  Chapter  2 

Clinebell,  Chapter  5 

10:30  AM 

Pastoral  Roles  and  Functions  -  Silvia 

November  9 

8:30  AM 

Mid-Unit  Evaluations 

November  12 

8:30  AM 

Verbatim  1 

9:30  AM 

Verbatim  2 

10:45  AM 

IPR 

November  14 

8:30  AM 

Verbatim  3 

9:30  AM 

Verbatim  4 

10:30  AM 

Family  Systems  -  Kelli 

November  16 

8:30  AM 

Verbatim  5 

9:30  AM 

Verbatim  6 

10:45  AM 

Reading  Review  Oglesby,  Chapter  3 

Clinebell,  Chapter  6 

November  19 

8:30  AM 

Verbatim  7 

9:30  AM 

Self-Care  -  Carol 

10:45  AM 

IPR 

November  21 

8:30  AM 

Suicide  Documentary 

10:45  AM 

Reading  Review  Oglesby,  Chapter  4 

Clinebell,  Chapter  7 
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November  23 

No  Class 

November  26 

8:30  AM 

10:00  AM 
11:00  AM 

Ministry  with  Native  American  patients 

Cathy  Witte,  Chaplain,  Phoenix  Indian  Hospital 
Verbatim  1 

IPR 

November  28 

8:30  AM 

9:30  AM 
10:45  AM 

Verbatim  2 

Verbatim  3 

Reading  Review 

Oglesby,  Chapter  5 
Clinebell,  Chapters  8-9 

November  30 

8:30  AM 

9:30  AM 
10:30  AM 

Verbatim  4 

Verbatim  5 
“Wit” 

Deeember  3 

8:30  AM 

9:30  AM 
10:45  AM 

Verbatim  6 

Verbatim  7 

IPR 

Deeember  5 

8:30  AM 

9:30  AM 
10:45  AM 

Verbatim  1 

Verbatim  2 

Reading  Review 

Oglesby,  Chapter  6 
Clinebell,  Chapters  10-11 

Deeember  7 

8:30  AM 

9:30  AM 
10:30  AM 

Verbatim  3 

Verbatim  4 

Ministry  at  Traumatic  Death,  Silvia 

Deeember  10 

8:30  AM 

9:30  AM 
10:45  AM 

Verbatim  5 

Verbatim  6 

IPR 

Deeember  12 

8:30  AM 

9:30  AM 
10:45  AM 

Verbatim  7 

Article  Review 

Non-Violent  Communication,  Carol 

Deeember  14 

8:30  AM 
10:45  AM 

“Tuesdays  with  Morrie” 

Personal  Narratives  -  Transitions 

December  17 

8:30  AM 
10:00  AM 

Final  Evaluation  (Adjustment  due  to  emergency) 
IPR 

December  19 

8:30  AM 

Final  Evaluations 

December  21 

8:30  AM 
12:00  Noon 

Final  Evaluations 

End  of  Unit  Celebration 
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APPENDIX  D 


OUTCOMES  AND  STUDENT  RESPONSES 


Data  for  Student  1 


Did  Not  complete  presentation  1  Participants  0 

Did  Not  complete  presentation  2  Participants  0 

Did  Not  complete  presentation  3  Participants  0 

Number  of  staff  requests  for  patient  to  be  seen  during  week 

11/5  11/12  11/19  11/26  12/3  12/10 

7  2  0  8  0  3 

Number  of  staff  seeking  personal  assistance  during  week 

11/5  11/12  11/19  11/26  12/3  12/10 

4  3  2  1  0  2 

Number  of  interdisciplinary  consults  during  week 

11/5  11/12  11/19  11/26  12/3  12/10 

9  4  2  4  2  8 

Ranking  scale 

1 -very  uncomfortable  2-somewhat  uncomfortable  3-neutral  4-somewhat  comfortable 
5-very  comfortable 

Level  of  comfort  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

5  5  4  5  5  5 

Staff  awareness  of  the  role  of  spiritual  care 

11/5  11/12  11/19  11/26  12/3  12/10 

5  5  4  4  5  5 

Comfort  discussing  patient  spiritual  needs  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

5  5  4  4  5  5 


93 


Data  for  Student  2 


Did  Not 

complete  presentation  1 

Participants 

0 

Did 

complete  presentation  2 

Participants 

7 

Did  Not 

complete  presentation  3 

Participants 

0 

Number 

11/5 

of  staff  requests  for  patient  to  be  seen  during  week 
11/12  11/19  11/26 

12/3 

12/10 

2 

2  8 

0 

3 

1 

Number 

11/5 

of  staff  seeking  personal  assistance 
11/12  11/19 

during  week 
11/26 

12/3 

12/10 

2 

2  1 

1 

0 

10 

Number 

11/5 

of  interdisciplinary  consults  during 
11/12  11/19 

week 

11/26 

12/3 

12/10 

0 

0  1 

1 

0 

0 

Ranking  scale 

1 -very  uncomfortable  2-somewliat  uncomfortable  3-neutral  4-somewhat  comfortable 
5-very  comfortable 


Level  of  comfort  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

4  4  5  5  5  5 


Staff  awareness  of  the  role  of  spiritual  care 

11/5  11/12  11/19  11/26  12/3  12/10 

4  4  4  4  4  4 


Comfort  discussing  patient  spiritual  needs  with  staff 


11/5  11/12  11/19 

5  5  5 


11/26  12/3  12/10 

5  5  5 
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Data  for  Student  3 


Did  complete  presentation  1  Participants  2 

Did  complete  presentation  2  Participants  2 

Did  complete  presentation  3  Participants  4 

Number  of  staff  requests  for  patient  to  be  seen  during  week 

11/5  11/12  11/19  11/26  12/3  12/10 

0  0  0  0  0 

Number  of  staff  seeking  personal  assistance  during  week 

11/5  11/12  11/19  11/26  12/3  12/10 

0  0  0  0  0 

Number  of  interdisciplinary  consults  during  week 

11/5  11/12  11/19  11/26  12/3  12/10 

0  0  0  0  0 


Ranking  scale 

1 -very  uncomfortable  2-somewhat  uncomfortable  3-neutral  4-somewhat  comfortable 
5-very  comfortable 


Level  of  comfort  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

4  4  4  4  4 


Staff  awareness  of  the  role  of  spiritual  care 
11/5  11/12  11/19  11/26 

2  2  2 


12/3  12/10 

2  2 


Comfort  discussing  patient  spiritual 
11/5  11/12  11/19 

5  5 


needs  with  staff 
11/26 

4 


12/3 

4 


12/10 

4 
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Data  for  Student  4 


Did 

complete  presentation  1 

Participants 

9* 

Did 

complete  presentation  2 

Participants 

9* 

Did 

complete  presentation  3 

Participants 

9* 

Number 

11/5 

of  staff  requests  for  patient  to  be  seen  during  week 
11/12  11/19  11/26 

12/3 

12/10 

4 

6  3 

2 

0 

1 

Number 

11/5 

of  staff  seeking  personal  assistance 
11/12  11/19 

during  week 
11/26 

12/3 

12/10 

2 

0  0 

3 

0 

6 

Number 

11/5 

of  interdisciplinary  consults  during 
11/12  11/19 

week 

11/26 

12/3 

12/10 

0 

0  0 

0 

0 

0 

Ranking  scale 

1 -very  uncomfortable  2-somewliat  uncomfortable  3-neutral  4-somewhat  comfortable 
5-very  comfortable 


Level  of  comfort  with  staff 

11/5  11/12  11/19  11/26 

5  5  5  5 

Staff  awareness  of  the  role  of  spiritual  care 
11/5  11/12  11/19  11/26 

5  5  5  5 


12/3  12/10 

5  5 


12/3  12/10 

5  5 


Comfort  discussing  patient  spiritual  needs  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

5  5  5  5  5  5 


•  All  three  presentations  were  done  together 
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Data  for  Student  5 


Did 

complete  presentation  1 

Participants 

7 

Did 

complete  presentation  2 

Participants 

5* 

Did 

complete  presentation  3 

Participants 

5* 

Number  of  staff  requests  for  patient  to  be 

seen  during  week 

11/5 

11/12  11/19 

11/26 

12/3 

12/10 

0 

1  3 

4 

4 

3 

Number  of  staff  seeking  personal  assistance  during  week 

11/5 

11/12  11/19 

11/26 

12/3 

12/10 

0 

0  0 

0 

0 

0 

Number  of  interdisciplinary  consults  during  week 

11/5 

11/12  11/19 

11/26 

12/3 

12/10 

0 

0  0 

0 

0 

0 

Ranking  scale 

1 -very  uncomfortable  2-somewliat  uncomfortable  3-neutral  4-somewhat  comfortable 
5-very  comfortable 

Level  of  comfort  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

4  4  4  4  4  4 

Staff  awareness  of  the  role  of  spiritual  care 

11/5  11/12  11/19  11/26  12/3  12/10 

3  3  3  4  4  4 

Comfort  discussing  patient  spiritual  needs  with  staff 

11/5  11/12  11/19  11/26  12/3  12/10 

4  4  4  4  5  5 


•  Presented  together 
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Table  Demonstrating  Student  Responses 


Student/Staff  Contacts  (Actual  Numbers) 


Week  1 

Week  2 

Week  3 

Week  4 

Weeks 

Week  6 

Referrals 

13 

11 

14 

14 

7 

8 

Staff  Shares  Personal  Needs 

8 

5 

3 

5 

0 

18 

Interdiseiplinary  Conferenees 

9 

4 

3 

5 

2 

8 

Student  Level  of  Comfort  (Seale  of  1-5) 


Week  1 

Week  2 

Week  3 

Week  4 

Weeks 

Week  6 

Student  Comfort  with  Staff 

4.5 

4.4 

4.4 

4.6 

4.6 

4.6 

Staff  Aware  of  Chaplain  Role 

4.25 

3.8 

3.6 

3.8 

4 

4 

Student  Comfort  with  Role 

4.8 

4.8 

4.4 

4.4 

4.8 

4.8 
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APPENDIX  E 


RESPONSES  FROM  STAFF  EVALUATIONS 


Number  of  staff  attending  session  1,  “Eneountering  the  Soul”  -  18 
Number  of  staff  attending  session  2,  “Awareness  of  Spiritual  Diversity”  -  23 
Number  of  staff  attending  session  3,  “Awareness  of  Religious  and  Cultural  Diversity”  -18 
Number  of  staff  indieating  eomfort  with  applying  what  they  learned  in  their  work 


Very  Uneomfortable  2 

Somewhat  Uneomfortable  3 

Neutral  7 

Somewhat  Comfortable  16 

Very  Comfortable  8 


The  numbers  do  not  add  up  beeause  some  staff  members  attended  a  single  presentation 
eomprising  more  than  one  training  session. 

Responses  to:  “  Please  relate  one  new  thing  you  learned  from  this  presentation”: 

•  There  were  several  responses  regarding  the  importanee  of  sitting  or  spending  time 
with  the  patient  as  a  valuable  addition  to  patient  eare.  These  responses  were: 
“sitting  with  patient  makes  a  differenee  to  them,”  “sitting  with  patient  seems 
longer,”  “take  even  a  few  minutes  to  sit  and  talk  with  patient,”  “time  with  patient 
is  very  valuable,”  “sitting  down  with  patient  is  good,”  “sitting  is  important  when 
you  talk  with  patients,”  “sit  at  bedside,”  and  “pause  before  entering  the  room.” 

•  Several  responses  indieated  a  new  awareness  of  different  expressions  of 
spirituality.  These  responses  were:  “spiritual  diversity,”  “spiritual  mystieism  and 
phenomena  are  new  ways  spirituality  presents  itself,”  “breathing  teehniques  as 
part  of  spirituality,”  “spirituality  ean  be  as  simple  as  visualizing  nature,” 
“reminder  nature  ean  be  spiritual,”  “mystieal  events  as  a  spiritual  eneounter,” 
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“some  patients  don’t  have  a  religious  preferenee  but  may  still  want  a  visit  or 
prayer.” 

•  Some  responses  indieated  a  new  awareness  of  the  scope  of  diversity.  These 
responses  were:  “focusing  on  cultural  diversity,”  “we  have  a  very  different 
population  in  Arizona  that  the  world,”  and  “you  can’t  make  others  see  it  your 
way.” 

•  Other  responses  indicated  a  new  awareness  of  attending  to  the  spiritual,  cultural, 
and  religious  diversity  of  patients.  These  responses  were:  “soul  plays  a  part  in 
healing,”  “presence  of  chaplain  (is  important)  at  times  of  increased  stress  in 
patient’s  life,”  “we  have  a  language  and  cultural  services  department.” 

•  One  comment  was  unclear  if  the  staff  member  learned  about  themselves  or  about 
others.  They  simply  responded,  “religious  biases.” 

Responses  to:  “Please  relate  one  thing  that  would  have  improved  this  presentation”: 

•  There  were  four  suggestions  regarding  the  milieu:  “better  room”,  “seating 
arrangement”,  “harder  to  concentrate  during  business  hours”,  and  “more  nurse 
participation.” 

•  Two  participants  wanted  more  detailed,  specific  information:  “informative  email 
of  capabilities  of  spiritual  care  department,  resources,  point  people,  and 
availability,”  and  “show  graphic  of  Arizona  population  culturally.” 

•  One  participant  wanted  more  visuals:  “Pictures.” 

•  Two  suggestions  were  unclear:  “focusing  patienf  ’  and  “more  questions.” 

•  Six  comments  specifically  stated  that  they  had  no  suggestions  for  improvement  or 
reported  that  the  sessions  were  good. 
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APPENDIX  F 


STUDENT  HANDOUTS  FOR  PRESENTATION 


Guidelines  for  Participation 


Week  of  November  5 

•  Talk  with  Nursing  Direetor  and  Nurse  Edueator  on  your  ehosen  unit  (usually  one 
or  two  pods)  to  schedule  three  fifteen  minute  presentations  or  one-hour  long 
presentation  addressing  the  spiritual  needs  of  patients,  religious  diversity,  and 
cultural  awareness.  Work  within  the  structures  of  the  unit. 

•  Schedule  room  and  time  for  presentations  and  learn  how  staff  members  are 
informed  about  such  educational  events.  Make  sure  that  you  will  be  scheduled  to 
work  and  not  on  call  at  the  times  you  are  to  present 

•  Schedule  laptop  and  projector  for  your  designated  presentation  times 

•  Fill  out  your  Student  Survey  for  the  week 

Week  of  November  12 

•  Post  flyers  advertising  the  presentation 

•  Make  copies  of  PowerPoint  slides  with  room  for  notes 

•  Invite  staff  as  you  see  them  -  emphasize  the  short  time  commitment  for 
presentation.  Remember  to  invite  physicians  and  residents  as  well  as  nurses 

•  Offer  segment  of  workshop 

•  Ask  for  feedback  from  staff  about  how  helpful  segment  was 

•  Fill  our  Student  Survey  for  the  week 

Week  of  November  19 

•  You  will  probably  not  schedule  any  presentations  during  this  week 

•  Fill  out  Student  Survey  for  the  week 


Weeks  of  November  26,  December  3,  and  December  10 
Same  as  week  of  November  12 

Program  will  end  on  December  14  -  Turn  in  Student  Surveys  to  Carol  McAninch-Pritz 
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Student  Survey 


Date _ 

How  many  staff  requests  to  visit  patients  did  you  reeeive  on  this  unit  during  the  past 
week? 

How  many  staff  members  on  this  unit  approaehed  you  with  personal  eoneems  in  the  past 
week? 

How  many  interdiseiplinary  eonsults  did  you  partieipate  in  on  this  unit  during  the  past 
week? 

Rate  your  level  of  eomfort  with  the  staff  on  this  unit. 

Very  Somewhat  Neutral  Somewhat  Very 

Uneomfortable  Uneomfortable  Comfortable  Comfortable 

1  2  3  4  5 

Rate  the  staffs  level  of  awareness  of  the  role  of  Spiritual  Care  on  this  unit. 

Very  Somewhat  Neutral  Somewhat  Very 

Unaware  Unaware  Aware  Aware 

1  2  3  4  5 

How  eomfortable  are  you  diseussing  patient  spiritual  needs  with  staff? 


Very 

Somewhat 

Neutral 

Somewhat 

Very 

Uneomfortable 

Uneomfortable 

Comfortable  Comfortable 

1 

2 

3 

4 

5 

Use  the  baek  of  this  form  to  eomment  or  give  feedbaek  about  this  projeet  and  its  impaet 
on  your  work  on  this  unit. 
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Feedback  Form 


1 .  Which  presentation  are  you  evaluating? 

a.  Eneountering  the  Soul 

b.  Awareness  of  Spiritual  Diversity 
e.  Awareness  of  Cultural  Diversity 

2.  Please  relate  one  new  thing  you  learned  from  this  presentation. 

3.  How  eomfortable  are  you  in  your  ability  to  apply  what  you  have  learned  from  this 


presentation? 

Very 

Somewhat 

Neutral 

Somewhat 

Very 

Uneomfortable 

Uneomfortable 

Comfortable 

Comfortable 

1 

2 

3 

4 

5 

4.  Please  relate  one  thing  that  would  have  improved  this  presentation. 
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APPENDIX  G 


FLYER  FOR  PRESENTATIONS 


The  Soul  of  Healing: 

Encountering  the  Souill 

You  are  Invited  to  a  Presentation 

Date 

Time 

Place 

Presented  by 


patients  at  a  soul  level  and  be  a  healing  presence 
Refreshments  will  be  served 
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APPENDIX  H 


SOUL  OF  HEALING  PRESENTATION 


The  Soul  of  Healing 


1 


This  is  a  sessions  to  increase  awareness  of  the  spiritual,  religious 
and  cultural  needs  of  patients. 
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Encountering  the  Soul 

Addressing  the  inner  life  of  the  patient 


2 


no 


Objectives  of  part  1 


•  Identify  and  articulate  the  role  of  the  soul  in 
patient  well-being 

•  Develop  the  skills  to  form  a  soul  connection  with 
the  patient 


3 

By  the  end  of  this  session,  you  will  be  able  to  state  why  it  is 
important  to  address  the  inner  dimension  of  the  patients  that  you 
work  with.  This  session  will  also  help  you  identify  simple  actions 
that  will  make  it  more  likely  to  engage  the  patients  and  their  families 
at  this  level  that  we  are  calling  “the  soul”. 


Ill 


Soul 

The  soul  is  the  internal  animating  force  that 
breathes  meaning  and  purpose  to 
individual  human  existence 


This  definition  of  the  Soul  was  used  by  the  author  of  this  session, 
Carol  McAninch-Pritz  to  delimit  the  topic  and  to  give  a  common 
ground  for  understanding.  This  is  not  an  exhaustive  definition.  Are 
there  any  questions? 


112 


Role  of  the  Soul  in  Patient  Well¬ 
being 

•  Provides  a  context  for  making  meaning  out 
of  illness  or  injury 

•  Offers  a  sense  of  stability  when  illness 
disrupts  daily  life 

•  Facilitates  the  incorporation  of  changes 
brought  on  by  illness  or  injury 


Many  studies  in  recent  years  have  demonstrated  that  the  emotional 
and  spiritual  life  of  people  has  an  effect  on  their  physical  health. 

The  purpose  of  this  session  it  to  discuss  the  effects  upon  the  inner 
life  of  the  patient  when  the  healthcare  professional  gives  attention  to 
this  aspect  of  the  patient.  As  the  care  team  acknowledges  the 
emotional  and  spiritual  needs,  the  patient  is  able  to  access  the 
strengths  of  their  soul  to  bring  hope  and  meaning  into  the  situation. 
As  patients  and  their  families  are  able  to  garner  their  inner 
resources  to  cope  with  the  affects  of  illness,  there  is  increased 
likelihood  that  the  impact  of  the  soul  will  be  positive  rather  than 
negative. 
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Advantages  of  meeting  the  soul 
needs  of  the  patient 

•  Increased  commitment  to  and  compliance 
with  treatment  plan 

•  Potential  for  improved  medical  outcomes 

•  Reduced  stress  on  patient  and  family 

•  Stronger  relationships  between  patients 
and  the  medical  team 


It  is  important  that  patients  understand  the  objective  data  about  their 
disease  process.  However,  it  is  also  important  that  the  patient  be  allowed 
to  express  their  emotional  responses  to  this  information.  When  a  care 
provider  takes  time  to  listen  to  the  patient’s  subjective  concerns,  the 
patient  is  more  likely  to  feel  valued  as  a  person.  To  hear  the  patients 
subjective  concerns,  understand  that  in  addition  to  needing  factual 
information,  patients  often  need  medical  staff  to  hear  that  the  emotional 
impact  of  the  disease  is  a  subjective  experience  that  will  likely  not  be 
addressed  by  objective  data.  Just  hearing  that  the  patient  has  fear  or  is 
feeling  overwhelmed  is  often  enough  to  relieve  much  of  the  anxiety  the 
patient  is  feeling.  Once  the  patient  feels  heard,  the  patient  is  far  more 
likely  to  trust  staff  and  cooperate  with  the  treatment  plan. 
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How  to  Make  a  Soul  Connection 
with  the  Patient 

•  Focus  on  the  present  moment 

•  Take  a  few  deep  breaths 

•  Silently  repeat  the  person’s  name  as  you 
prepare  to  enter  their  space 

•  Resolve  to  be  compassionate 


At  first,  it  may  seem  that  it  would  be  too  time  consuming  or 
cumbersome  to  add  the  patient’s  emotional  and  spiritual  concerns 
to  your  care  of  a  patient.  There  are,  however,  a  few  practices  that 
can  be  incorporated  into  the  routine  care  of  the  patient  that  will  add 
no  time  to  the  intervention,  but  which  will  address  many  of  the 
psycho,  social,  and  spiritual  concerns  of  the  patient.  Here  is 
something  you  can  try  the  next  time  you  see  a  patient.  While  you 
are  washing  your  hands,  take  a  moment  to  focus  on  the  present 
moment  and  take  a  few  deep  breaths.  As  you  breathe,  repeat  the 
patient’s  name  a  couple  of  times  and  choose  to  meet  the  patient 
with  compassion.  See  if  this  makes  a  difference  in  the  way  you  see 
the  patient  and  in  the  way  the  patient  responds  to  you. 
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Making  a  Soul  Connection  with  the 

Patient 

•  Observe  the  patient  and  their  setting. 

•  Give  the  patient  your  full  attention 

•  Make  the  patient  feel  more  at  ease  by 
trying  to  sit  while  you  talk 

•  Take  cues  from  the  patient  regarding  their 
level  of  comfort  with  eye  contact  and 
personal  space 


Once  you  are  in  the  room  with  the  patient,  notice  the  ambient  feeling 
of  the  room  and  pay  attention  to  the  patient’s  body  language.  Keep 
your  mind  focused  on  the  patient  and  the  present  moment  and  keep 
your  physical  movements  to  a  minimum.  Try  to  sit  as  you  talk  with 
the  patient  if  convenient.  Sitting  tells  the  patient,  non-verbally,  that 
you  have  time  to  listen.  Patients  perceive  that  their  caregiver 
spends  more  time  with  them  when  they  sit.  Notice  how  patients 
react  when  you  move  close  and  give  direct  eye  contact.  Let  their 
responses  guide  you  in  determining  their  need  for  personal  space 
and  their  comfort  with  eye  contact. 
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Making  a  Soul  Connection  with  the 

Patient 

•  Notice  the  patient’s  emotional 
undercurrents 

•  Ask  how  illness  is  affecting  daily  life 

•  Listen  for  clues  about  coping  styles  or 
problems 

•  When  giving  the  patient  or  family 
information,  ask  “What  did  you  hear  me 
say?”  and  clarify  any  misunderstandings 


As  you  talk  with  your  patients,  watch  and  iisten  for  emotionai  as  weii  as  physicai 
reactions  to  their  iiinesses.  If  patients  articuiate  an  emotionai  response  as  weii  as 
a  physicai  one,  respond  to  the  emotionai  and  spirituai  concerns  as  weii  as  the 
physicai  ones.  If  the  patient  needs  more  time  to  address  their  soui  concerns  than 
you  have,  piease  contact  the  Spirituai  Care  Department  for  a  consuitation. 

Finaiiy,  rather  than  ask  if  a  patient  has  understood,  ask  what  they  heard  you  say. 

It  is  a  chaiienge  for  most  patients  to  confess  that  they  do  not  understand  and  most 
wiii  just  say  that  they  understand.  As  patients  teii  you  what  they  heard,  you  may 
find  that  they  oniy  heard  part  of  what  you  said  or  that  they  misunderstood 
aitogether.  You  can  make  sure  that  your  information  is  cieariy  received  in  the 
moment  rather  than  severai  days  after  a  probiem  came  up  due  to 
miscommunication.  In  all  of  these  actions,  use  a  respectful  tone  and  treat  the 
patient  as  you  would  treat  a  close  loved  one  in  their  place. 
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The  Soul  of  Healing 

The  more  healthcare  givers  perceive  the 
role  of  the  soul  in  healing,  the  better  they 
can  understand  the  advantages  of  caring  for 
the  whole  patient  and  take  concrete  steps  to 
facilitate  healing 


Do  you  have  any  questions  or  discussion  about  what  you  have 
heard? 
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Awareness  of  Spiritual 
Diversity 


11 


This  is  part  two  of  our  presentation  dealing  with  the  cultural  and 
spiritual  needs  of  patients.  In  this  section  we  will  look  at  a  variety  of 
spiritual  and  religious  expressions  that  are  common  to  many 
patients. 
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Objectives  of  Part  2 

•  Articulate  the  different  expressions  of  spirituality 
that  are  common  in  patient  populations 

•  Develop  the  ability  to  assist  patients  to  make  use 
of  their  spiritual  life  to  assist  in  healing 


By  the  end  of  this  session  you  will  be  able  to  articulate  different 
expressions  of  spirituality.  You  will  also  be  able  to  apply  some 
simple  actions  to  assist  patient  to  make  use  of  their  spirituality  to 
assist  them  in  their  healing  process. 
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Spirituality 

The  subjective,  transcendent  experience 
through  which  one  develops  an  internalized 
value  system,  locus  of  meaning,  and  sense 
of  purpose  for  one’s  life.  It  is  usually  shaped 
by  culture  and/or  religion  but  may  move 
beyond  them. 


So  that  we  understand  each  other,  the  definition  of  spirituality  that 
we  are  using  for  this  program  is  one  that  can  be  used  with  patients 
whether  or  not  they  are  active  in  a  religious  community. 


121 


Types  of  Spiritual  Experience 

•  Nature 

•  Concrete  Image/Personality 

•  Phenomena 

•  Mystical 

14 

Individuals  have  many  ways  in  which  they  can  experience  their 
spirituality.  We  will  explore  four  different  kinds  of  spiritual 
experiences.  Anyone  can  have  one  or  more  of  these  types  of 
experiences.  Although  people  may  have  one  type  of  spiritual 
experience  that  is  most  common  and  familiar  for  them,  most  people 
have  a  variety  of  ways  that  they  experience  the  spiritual  part  of  their 
life.  Some  religious  practices  cultivate  specific  experiences, 
however,  these  experiences  can  happen  spontaneously,  without  any 
effort  or  expectation  from  the  person  who  has  them.  The  more  one 
cultivates  a  spiritual  practice,  the  more  common  spiritual 
experiences  will  be  for  that  one. 
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Nature  Spiritual  Experience 


This  spiritual  experience  occurs  when  one  finds 
a  connection  to  the  transcendent  plane  through 
nature.  It  does  not  require  a  belief  in  a  “Higher 
Power”  or  God. 


Many  people  have  had  a  profound  experience  where  they  are 
moved  beyond  themselves  while  in  nature.  These  experiences  of 
awe  can  happen  while  walking  in  the  mountains,  watching  the 
ocean,  observing  an  eagle  in  flight.  In  a  nature  based  spiritual 
experience,  a  person  feels  connected  with  all  of  life  or  creation. 
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Nature  Spiritual  Experience 

•  Use  of  Nature 

-  View  from  window,  walking  outside,  attending 
to  plants 

-  Video  of  nature  scenes 

-  Visualization 

-  Recalling  previous  experiences 


For  those  whose  spirituality  primarily  comes  through  nature,  one  can 
assist  the  healing  process  by  reconnecting  them  with  nature.  For  those 
who  are  able,  walking  among  plants  and  flowers  may  help  a  patient  relax. 
When  actual  movement  in  nature  is  not  possible,  having  plants  or  flowers 
nearby  and  helping  the  patient  attend  to  the  beauty  and  intricacy  of  the 
living  plants  can  sometimes  be  helpful.  At  other  times  a  patient  may 
reconnect  with  their  sense  of  spirituality  by  watching  a  video  presentation 
that  shows  nature  scenes  with  natural  sounds.  Also,  a  patient  can 
sometimes  recreate  a  spiritual  connection  by  remembering  in  detail  a 
previous  nature  spiritual  experience  that  was  especially  powerful.  As 
patients  remember  the  previous  experiences,  they  can  recreate  much  of 
the  same  state  of  mind  of  the  earlier  encounter. 
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Concrete  Images/Personality 


In  this  state  of  spiritual  awareness,  one  finds  a 
connection  to  the  divine  through  an  experience 
with  a  higher  spiritual  being.  This  being  may  be 
in  the  person  of  Jesus  Christ,  the  Ancestors, 
Shiva,  or  some  other  embodiment  or 
manifestation  of  God. 


Many  people  have  had  powerful  spiritual  experiences  when  they  have 
encountered  a  concrete  Image  or  personal  relationship  with  some  aspect  of  the 
divine.  For  example,  many  Christians  feel  a  strong  connection  with  God  through 
the  person  of  Jesus  Christ  and  feel  an  Intimate  relationship  that  Is  manifest  In 
prayer.  Others  may  feel  connected  with  a  particular  saint  or  spirit  guide,  and 
others  may  feel  connected  with  a  relative  who  has  died  but  with  whom  they  can 
communicate  through  mental  conversation  or  dreams.  Still  others  may  feel 
connected  with  an  Image  that  symbolizes  the  divine  but  does  not  have  a  human 
shape  such  as  a  cross,  circle,  or  flame.  Many  Individuals  feel  this  type  of  spiritual 
experience  through  recalling  the  names  or  attributes  of  God:  such  as  faithfulness, 
compassion,  or  grace.  Most  religions  have  some  aspect  of  this  spiritual 
experience  and  seek  to  transmit  this  depth  of  encounter  through  human  language 
and  symbols  that  help  members  of  that  faith  community  connect  to  God  again  and 
again  through  familiar  paths. 
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Concrete  Image/Personality 
Spiritual  Experience 

•  Using  Concrete  Images/Divine  Personality 

-  Prayer  to  God 

-  Scripture  or  sacred  songs 

-  Symbols 

-  Actual  image 

-  Mental  image 


Patients  are  in  the  best  position  to  tell  you  which  images  will  assist 
them  in  activating  a  concrete  connection  with  the  divine.  Specific 
scriptures  or  songs  may  describe  an  image  that  works  for  a  person. 
A  Jewish  patient  may  use  a  scroll  of  the  Torah  or  a  Muslim  may  find 
the  Koran  as  the  symbol  that  facilitates  the  sacred  encounter.  For  a 
Mexican  Catholic,  Our  Lady  of  Guadalupe  may  facilitate  a  powerful 
spiritual  experience.  Often  the  image  that  speaks  most  powerfully  to 
a  patient  are  personal  and  may  not  be  meaningful  to  someone 
outside  of  the  family.  Let  patients  assist  you  as  they  relate  images 
that  work  for  them. 
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Phenomena  Spiritual 
Experience 

This  spiritual  experience  describes  events 
that  occur  as  a  communication  from  the 
divine  or  a  spiritual  presence  through  a  non- 
rational  means. 


19 


Many  people  connect  with  the  divine  through  experiences  that  have 
purpose  and  communicate  in  ways  that  can  not  be  explained  rationally. 

For  example,  a  person  may  feel  a  strong  premonition  to  wait  before 
moving  into  an  intersection  when  the  light  turns  green.  As  the  light  turns,  a 
speeding  car,  that  they  did  not  see,  runs  a  red  light.  By  following  the 
premonition  an  accident  is  avoided.  Another  person  may  wake  up  in  the 
middle  of  the  night  and  see  a  loved  one  at  the  foot  of  their  bed.  They  find 
out  the  next  day  that  the  person  died  at  the  time  when  they  saw  them, 
even  though  they  were  physically  many  miles  away.  Because  these 
experiences  can  not  be  cultivated,  there  are  no  practices  that  can  bring 
them  about  in  the  hospital.  However,  it  is  important  to  realize  that  these 
events  do  sometimes  happen  and  they  can  be  a  source  of  significant 
strength  to  patients  during  trying  times. 
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Mystical  Spiritual  Experience 

This  spiritual  state  transcends  any 
physical  image.  It  may  be  experienced  as 
moments  of  intense  focus,  clarity,  bliss  or 
union  with  the  divine. 


People  who  connect  with  the  divine  in  a  mystical  experience  may 
feel  as  if  they  are  momentarily  engulfed  in  something  that  can  best 
be  described  as  an  alternate  reality.  For  example,  when  athletes 
feel  that  they  are  “in  the  zone”  they  may  be  having  this  type  of 
spiritual  experience.  Times  of  meditation  or  prolonged  spiritual 
practice  may  bring  on  a  sense  of  profound  joy  or  overwhelming 
compassion  for  the  world.  At  other  times,  someone  may 
comprehend  universal  truths  or  grasp  complex  issues  in  a  flash  of 
insight  beyond  their  normal  level  of  understanding. 
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Mystical  Spiritual  Experience 

•  Use  of  Mystical  Experience 

-  Time  of  silence 

-  Meditation 

-  Breathing  techniques 

-  Chant 

-  Brain  wave  music 


Some  mystical  experiences  are  spontaneous,  but  spiritual  practices 
that  promote  this  spiritual  experience  are  sitting  in  silence  or 
focusing  intently  on  sensations  or  sounds  as  a  way  to  bring 
consciousness  to  the  moment.  There  are  a  wide  variety  of 
meditation  techniques  that  facilitate  the  capacity  for  mystical 
experience  and  the  patient  can  tell  you  if  a  particular  practice  is 
helpful.  There  is  currently  music  and  chanting  available  on  CD  to 
facilitate  the  brain  wave  changes  that  are  experienced  during 
mystical  experiences  that  may  be  used  by  patients  to  facilitate 
relaxation  or  meditation. 
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Spiritual  Interventions 

•  Prayer 

•  Scripture/sacred  readings 

•  Music 

•  Meditation 

•  Guided  imagery 

•  Life  review 

•  Reconciliation 

•  Grief  work 


There  are  a  variety  of  helpful  interventions  that  may  be  used  by 
patients  with  religious  or  non-religious  backgrounds.  It  is  always 
important  that  a  prayer,  sacred  reading  or  guided  imagery  be 
relevant  for  the  patient.  It  is  not  appropriate  for  a  caregiver  to  use 
the  position  of  patient  dependency  to  impose  one’s  own  religious 
beliefs  or  spiritual  background  upon  patients.  Offer  things  that  are 
meaningful  for  the  patient  in  their  own  spiritual  expression.  If  you 
are  not  sure  about  an  intervention,  ask  the  patient  or  family  about 
what  works  for  them.  You  can  also  always  call  for  assistance  from 
the  chaplain. 
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There  are  several  common  states  of  spiritual 
experiences  that  one  may  encounter  with 
patients:  Nature,  Concrete  Image, 
Phenomena,  and  Mystical. 

By  recognizing  that  there  are  different  types 
of  spiritual  experience,  one  can  offer 
interventions  that  are  more  likely  to  assist 
the  patient  and  facilitate  healing. 


From  this  presentation  you  may  be  able  to  recognize  spirituality  that 
is  similar  to  your  own  and  recognize  some  forms  that  may  be 
different  from  your  own  experiences.  By  listening  for  different  types 
of  spiritual  experiences,  you  will  be  more  effective  in  helping 
patients  make  use  of  their  own  spiritual  practices  to  facilitate  healing 
in  both  physical  and  emotional  levels. 
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Awareness  of  Religious  and 
Cultural  Diversity 


24 


This  is  the  third  section  of  this  presentation  designed  to  assist 
healthcare  workers  in  becoming  more  comfortable  with  the  diverse 
patients  in  their  care.  This  session  will  deal  with  cultural  and 
religious  diversity. 
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Objectives  for  Part  3 

•  Increase  awareness  of  religious  and 
cultural  diversity  in  patient  care 

•  Identify  ways  to  approach  diverse  patients 
and  families 


At  the  end  of  this  session  you  will  be  able  to  recognize  some  of  the 
ways  that  culture  and  religion  affect  the  way  you  perceive  the  world 
and  some  of  the  ways  that  culture  and  religion  have  shaped  the  way 
patients  and  their  families  see  the  world.  You  will  learn  how  to 
cultivate  greater  sensitivity  to  cultural  differences  in  order  to  meet 
the  cultural  and  religious  needs  of  those  in  your  care. 
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Religion 

A  structure  or  system  that  gives  spirituality  a 
form  of  expression  and  means  for 
communicating  the  subjective  experience  of 
the  divine  through  shared  language,  rituals, 
symbols,  and  interpretations. 


Religion  provides  a  means  for  people  to  communicate  their  spiritual 
life  and  find  a  community  where  their  spiritual  experiences  make 
sense.  In  contemporary  society  there  is  an  increased  awareness  of 
the  variety  of  religions  and  our  patients  increasingly  represent  the 
religious  diversity  of  the  larger  world. 
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World-Wide  Religious  Practice 


Worldwide  percentage  of  Adherents  by  Religion  (mid  200S) 

■  t'hrntuni(33  06%) 

a  Mutiunt  i;o  ;ii%| 

•  HmcfutOi  33%) 

■  Oiinese  IMivri  w»t}  (677%) 

■  Buddhnl^  IS  67%) 

•  tthnorefcgionftts  ( 3  97%) 
a  N«or«U6torvM&(l  66%) 
ns«k)tt<0  39%) 

■  )*wt(0  73%) 
asp«fntt«(070%| 
sB4h«%(0  i;%) 
a  Con(ucti»nnt»(0. 10%) 

■  (0  07%) 
a  Sh«i(o«Ms(0.04%} 
ii  TmciU(0  04%) 
a  /o(04»lr  unt  (0  04%) 

«  Ottiei  r^ltgfonnii  (0  0/%) 

•  HorwHigoutin  92%) 

-  Athmt  12  3S%) 


From  Wikiptaia 


In  this  visual  representation  of  religious  practice  in  the  world  we  see 


that  85%  of  the  world’s  population  claim  a  religious  tradition.  Within 


our  patient  population  we  see  a  higher  percentage  of  Christians  and 


Jews  than  is  represented  in  the  world  population.  Because  of  our 


location,  we  see  a  higher  percentage  of  ethno-religionists  and  neo¬ 


religionists  than  are  represented  here.  Increasingly,  we  are 


encountering  Muslims,  Hindus,  and  Buddhists  and  other  religions  in 


our  daily  work. 
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Religious  Expression 

•  Some  non-affi Hated  religious  groups 

-  Alcoholics  Anonymous 

-  Spiritual  seeker  groups 

-  Prayer/meditation  groups 


In  the  United  States  and  in  Arizona  we  have  several  non-affiliated 
religious  groups  that  could  be  classified  among  the  “non-religious” 
These  may  be  those  people  who  classify  themselves  as  “spiritual 
but  not  religious”.  These  groups  may  fulfill  the  same  sense  of 
community  that  belonging  to  a  faith  community  fills  for  others. 
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Helpful  Aspects  of  Religion 

•  Frequently  promotes  healthy  lifestyle 

•  Provides  a  social  structure  to  support 
patient  and  family  in  times  of  illness 

•  Encourages  trust  and  hope  that  can 
impact  patient’s  response  to  treatment 

•  May  help  patient  and  family  make 
meaning  out  of  tragedy  and  illness 


Studies  by  Harold  Keonig,  David  Larson,  Herbert  Benson  and  others 
have  demonstrated  that  there  are  some  ways  in  which  religious 
practice  is  helpful  in  the  healing  process.  The  belief  structure  and 
sense  of  community  provide  support  that  seems  to  give  religious 
patients  a  statistically  significant  edge  over  non-religious  patients  in 
their  ability  to  cope  with  illness  and  in  their  ability  to  recover. 
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Unhelpful  Aspects  of  Religion 

•  Families  may  be  divided  religiously  and 
bring  different  value  systems  into 
healthcare  decisions 

•  May  foster  dependence  to  the  extent  that  it 
promotes  a  helpless  attitude 

•  May  foster  distrust  or  disrespect  for  those 
outside  of  religious  group 

•  May  deny  reality  of  domestic  violence  or 
child  abuse 


It  is  also  important  to  recognize  that  there  are  also  some  aspects  of 
religion  that  can  be  detrimental  to  healing.  Some  religious  groups 
rigidly  define  membership  and  are  distrustful  of  those  outside  of  their 
group.  This  can  foster  an  antagonistic  relationship  with  healthcare 
providers  if  there  is  a  medical  recommendation  that  violates  a 
religious  value.  If  you  become  aware  that  the  religious  beliefs  are 
causing  challenges  with  the  patients  care,  please  make  use  of  the 
Spiritual  Care  Department  to  assist  you  in  developing  a  plan  of  care 
that  addresses  these  challenges. 
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Culture 

•  A  learned  pattern  of  behavior  that  is  a 
logically  integrated,  functional,  sense 
making  whole;  is  dynamic  and  in  a 
constant  state  of  change;  is  transacted 
through  symbols;*  and  involves  a  shared 
system  of  interaction 

David  Augsburger,  Pastoral  Counseling  Across  Cultures 


Looking  at  culture  in  a  broad  way  we  can  see  that  culture  may  be 
defined  by  ethnicity  or  country  of  origin  but  may  equally  be  defined 
by  a  religious  or  family  structure. 
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Cultural  Spectrum 

•  Cultural  Encapsulation 

•  Cultural  Awareness 

•  Cultural  Sensitivity 

•  Cultural  Competence 


In  order  to  avoid  an  overly  simplified  view  of  cultural  diversity  and  to 
avoid  creating  more  stereotypical  perspectives,  we  will  look  at 
different  levels  of  openness  to  diversity.  The  more  culturally  open 
we  are,  the  less  likely  we  are  to  inadvertently  insult  or  neglect 
someone  from  a  different  culture.  Our  hope  is  to  encourage  cultural 
sensitivity  in  ourselves  and  become  more  able  to  achieve  moments 
of  cultural  competence  in  our  work  with  people  who  have  different 
value  systems  and  beliefs. 
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Cultural  Encapsulation 

•  Unaware  of  own  cultural  norms 

•  Assumes  that  most  people  share  the  same 
values  and  perspectives 

•  While  one  may  be  hostile  toward 
differences  between  people,  for  the  most 
part,  reactivity  is  from  lack  of  awareness 


Cultural  encapsulation  is  the  state  of  mind  that  is  not  aware  that 
others  have  different  ways  of  doing  things.  There  may  be  a  sense 
of  cultural  superiority  in  this  stance,  but  often  where  one  is  culturally 
encapsulated,  one  is  not  aware  that  there  are  other  value  systems. 
Unless  one  has  lived  for  an  extended  time  in  a  different  culture, 
most  of  us  have  some  areas  where  we  are  culturally  encapsulated. 
For  example,  a  man  buys  a  custom  made  suit  in  Italy  and  is  given 
the  price  in  lira.  He  asks  the  tailor  how  much  it  costs  in  “real 
money”.  Understanding  one’s  own  customs,  monetary  systems  or 
political  structure  as  the  only  valid  norm  are  all  forms  of  cultural 
encapsulation. 
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Cultural  Awareness 

•  Realizes  that  there  are  other  value 
systems  and  perspectives 

•  Expresses  curiosity  about  other  cultures 


34 

As  one  becomes  culturally  aware,  one  recognizes  that  others  have 
different  customs,  holidays,  family  structures  and  ways  of 
accomplishing  tasks.  In  this  state  of  awareness,  one  may  be  open  to 
the  differences  or  may  be  critical  of  different  value  systems.  It  is 
important  to  realize  that  recognizing  different  value  systems  does 
not  mean  that  one  abandons  their  own  value  system  in  favor  of 
another.  Just  realize  that  there  is  a  logical  structure  supporting  a 
different  cultural  expression  and  you  can  appreciate  the  difference 
without  letting  go  of  your  own  culture. 
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Cultural  Sensitivity 

•  Beginning  to  understand  the  values  and 
perspectives  of  other  cultures 

•  Able  to  engage  those  of  other  cultures  in  a 
caring  way  in  order  to  address  their  unique 
needs 

•  Knows  enough  to  realize  that  one  can 
never  fully  know  another  culture 
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As  one  moves  into  cultural  sensitivity,  one  begins  to  take  an  active  role  to 
understand  someone  from  a  different  background.  The  culturally  sensitive 
caregiver  treats  everyone  with  respect.  When  working  with  a  patient  or 
family  from  a  different  culture,  this  caregiver  looks  for  ways  to  allow  the 
patient  to  be  as  comfortable  as  possible  in  the  strange  culture  of  the 
hospital.  This  may  mean  finding  ways  for  the  family  to  bring  in  ethnic 
foods  that  are  important  to  the  patient,  going  the  extra  mile  to  respect  the 
patient’s  need  for  a  caregiver  of  the  same  sex,  making  room  for  extended 
family  to  visit,  or  contacting  a  cultural  healer  to  provide  healing 
ceremonies.  This  does  not  mean  that  you  violate  good  medical  practice, 
but  it  does  mean  that  you  honor  the  patient’s  cultural  and  religious 
background  in  making  a  plan  of  care. 
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Cultural  Competence 

•  Ability  to  see  a  situation  from  the 
perspective  ofthe  culture  ofthe  other 
person  for  a  period  of  time  -  to  see  the 
world  through  the  eyes  of  another 

•  Adapts  systems  and  structures  as  much 
as  possible  to  address  the  cultural  needs 
of  the  other 


It  is  unlikely  that  most  of  us  will  reach  full  cultural  competence.  Someone  can 
live  in  a  different  culture  for  twenty  years  and  still  not  have  the  full  awareness  of 
a  particular  culture.  Perhaps  we  can,  however,  attempt  to  see  the  situation  from 
the  patient’s  perspective  on  occasion.  This  calls  upon  us  to  pay  close  attention 
to  the  unique  characteristics  of  a  patient  and  their  family  and  requires  that  we 
listen  as  they  tell  us  about  their  experiences.  In  New  Zealand,  the  hospitals  have 
large  family  centers  nearby  so  that  the  Maori  patient  families  can  be  present 
during  illness.  In  the  Maori  culture  the  whole  extended  family  is  present  to 
support  the  patient  and  immediate  family  during  an  illness.  The  hospital  system 
was  adapted  to  address  this  cultural  need  and  make  a  way  for  Maori  patients  to 
continue  to  participate  in  their  culture  while  ill.  We  are  a  long  way  away  from  this 
level  of  cultural  competence;  however,  there  may  be  ways  that  we  can  work  with 
our  system  to  make  our  hospital  more  sensitive  and  respectful  of  our  patient’s 
cultural  needs.  One  floor  here  went  the  extra  mile  to  work  with  a  patient  who 
wanted  her  room  smudged  before  she  was  admitted  for  surgery.  The  staff  got 

riparannp  fnr  QmiiHninn  frnm  Qpfph/  and  maHp  qiitp  that  Qmn^P  HiH  nnt  npt 
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Developing  Cultural  Sensitivity 

•  Recognize  one’s  own  religious  and  cultural 
assumptions 

•  Expect  that  others  have  different 
assumptions  and  experiences 

•  Take  an  attitude  of  a  student  and  let  the 
patient  teach  you 


Those  of  us  in  the  healthcare  professions  have  a  strong  desire  to 
help  others.  By  understanding  and  respecting  the  different  cultural 
and  religious  needs  of  patients,  we  are  more  likely  to  be  of  help  to 
them.  It  is  very  important  to  recognize  that  we  have  our  own  value 
judgments  and  cultural  assumptions.  There  is  nothing  wrong  with 
that.  As  we  recognize  where  our  values  and  assumptions  are 
different  that  others,  we  can  take  a  position  where  we  allow  the 
patient  to  help  us  understand  what  is  important  to  them  and  how  we 
can  best  serve  them  within  their  own  cultural  value  system. 
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Developing  Cultural  Sensitivity 

•  Remember  that  you  have 
common  ground 

•  Recognize  the  value  of  cultural 
patterns 

•  Avoid  stereotypical 
generalizations  about  members  of 
a  cultural  group 


No  matter  how  different  a  patient  is  from  you,  remember  that  you 
still  have  a  lot  in  common  with  them.  Although  there  are  different 
culturally  appropriate  expressions  of  emotions,  everyone 
experiences  fear,  sadness,  grief,  and  joy.  Everyone  appreciates 
being  treated  with  courtesy  and  respect.  Remember  that  a  patient’s 
cultural  and  religious  background  can  give  them  important  support 
and  stability  in  the  middle  of  a  health  crises.  Also,  remember  that 
you  may  understand  about  a  particular  cultural  group  but  that  does 
not  mean  that  a  patient  from  that  group  will  follow  all  of  the  cultural 
norms  of  that  group.  Even  members  of  the  same  family  will  have 
personality  differences  that  will  impact  how  they  embrace  or  do  not 
embrace  different  elements  of  their  culture. 
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Some  areas  Requiring  Cultural 
Sensitivity 

1 .  Family  structure  -  decision  making 

2.  Sense  of  personal  space 

3.  How  to  talk  with  those  outside  of  the 
family  (including  eye  contact,  volume  of 
speech,  questions,  interruptions,  who 
can  talk  with  those  in  authority) 

4.  How  to  address  major  life  transitions 

5.  Dietary  and  hygiene  needs 


While  there  are  large  areas  of  cultural  differences,  within  the  hospital 
setting,  you  can  avoid  many  cultural  missteps  by  paying  attention  to  these 
areas  which  are  shaped  by  culture.  Notice  how  the  patient  defines  who 
makes  up  their  family  and  who  in  the  family  has  the  ability  to  make 
decisions.  It  may  be  the  patient,  or  there  may  be  a  family  designate.  If 
someone  other  than  the  patient  is  responsible  for  healthcare  decisions, 
include  that  person  in  discussions  about  treatment.  Notice  how  the  patient 
and  family  members  react  to  touch  and  where  their  comfort  level  is  with 
personal  space.  Remember  that  many  cultures  consider  it  rude  to  give  too 
much  direct  eye  contact  or  to  interrupt  or  question  an  authority  figure.  It  is 
often  helpful  to  make  a  clear  opportunity  for  patients  or  family  members  to 
have  time  to  ask  questions  or  share  their  concerns  with  you. 
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When  in  Doubt 

•  Let  the  patient  and  family  be  your 
guide 

•  Ask  how  the  patient  and  family 
want  an  issue  addressed 

•  Make  use  of  the  Spiritual  Care 
Department  or  Language  and 
Cultural  Services 


There  may  be  many  times  when  these  guidelines  will  not  address  a 
specific  concern  you  have  with  a  culturally  different  patient  or  family. 
If  you  make  it  clear  that  you  want  to  know  how  to  best  serve  them, 
most  patients  and  families  will  appreciate  it  if  you  ask  how  they  want 
you  to  address  their  concern.  Also,  you  can  call  upon  the  resources 
of  the  Spiritual  Care  Department  or  Language  and  Cultural  Services. 
We  may  not  have  all  of  the  answers,  but  we  will  help  you  and  the 
family  by  finding  out  who  does  have  the  answers.  Together  we  can 
make  the  hospital  a  more  welcoming  environment  for  all  of  our 
patients  and  their  families. 
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